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ABSTRACT
During the last decade there has been an increasing interest in treating 
problem behaviour through the services of non-professional persons 
trained in the practice of behaviour modification techniques. The 
extension of this approach to the use of the natural mediators of 
reinforcement in the subject's social environment has led to various 
programs in which parents have been trained as behaviour therapists for 
their own cnildren.
This essay explores the reasons for the development of this movement, and 
reviews significant literature in the area. It continues to describe two 
approacnes to parent training which were observed during a practicum in 
the Child Guidance Service of the A.C.T. Psychiatric Services in 
Canberra, and considers problems which arose in this area of applied 
psychology.
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PREFACE: FAMILY THERAPY AND ’CHILD’ BEHAVIOUR PROBLEMS
Freud, in a paper published in 1919 (Freud, 1959), commented on the 
impact which psychoanalysis had on the psychiatric needs of society.
He emphasized
... that the therapeutic effects we can achieve are very 
inconsiderable in number ... Against the vast amount of 
neurotic misery which is in the world, and perhaps need 
not be, the quantity we can do away with is almost 
negligible ... At present we can do nothing in the crowded 
ranks of the people, who suffer exceedingly from neurosis.
(Pp 400-401)
Freud continued to suggest the possibility of new and simpler forms of 
psychotherapy Dased on psychoanalytic principles being found. More than 
fifty years later, the problem of bridging the hiatus between the 
community’s mental health care needs and the provision of sufficient and 
effective helping services remains. The search still continues for new 
psyciiotherapeutic tools allowing treatment of large numbers of people.
During the last half century, and particularly within the last two 
decades, there have been many significant developments in psycho­
therapeutic rationale and technique, all of which probably have had the 
basic aim and hope of increasing the efficacy of individual treatment. 
Some of these nave also espoused the goal of large-scale relief of the 
community's mental health problems. Of these developments, two are of 
particular relevance to the main focus of this essay. One is the 
progressive fading from eminence of the intrapsychic, medical model of 
disordered behaviour and its replacement by the psychosocial and 
behaviourist models with their emphases on the influence of the social 
environment, and its manipulation, in the development and treatment of 
behavioural problems. The other, related trend has been an increasing 
concern with the use of non-professional persons as therapeutic agents - 
especially the training of parents to rectify and avert behavioural 
difficulties in tneir families. Each of these directions is associated, 
of course, with the broader outcome which is found in the development of 
the family therapies. With their emphasis on the family as a social 
system, in which the behaviour of any member is both a product of, and 
stimulus for, the actions of the others, these orientations to psycho­
therapy have provided not just a means of extending the availability of 
mental health care beyond the individual case, but an important
2prevention model of mental health care as well.
This essay explores the integration and application of these developments 
in one particular approach to the treatment of child behaviour problems, 
viz. the ’behaviour modification’ or ’behaviour management’ approach 
which is based on the therapeutic application of the principles of social 
learning theory. It is important to point out that there have been many 
methods of psychotherapy besides that of behaviour modification which 
have sought to ameliorate child behaviour problems by manipulating the 
social environment and/or involving the parents to various extents in 
the therapeutic process. Before considering in more detail the 
behaviourist orientation, its perceived advantages, and some examples of 
its application in a community clinic, it is appropriate to provide some 
perspective by examining briefly some of the fundamental notions of 
family therapy and some of the other specific methods which have been 
devised within this context for the treatment of what appear to be child 
behaviour problems.
Some fundamental notions of family therapy
Harper (1975) in his most recent evaluation of the field of psycho­
therapy suggests that four broad categories of psychotherapy can be 
identified:
(a) First is the approach which has a major focus on helping a person 
rethink or refeel past experiences in such a way that anxiety, 
guilt and hostility are so reduced that he is able to take quite 
a different view of the present and future than he could when he 
was carrying all the previous negative emotions. The basic 
assumption of this approach, with its bias toward historical 
analysis, is that once a person has unloaded the self-defeating 
feelings of the past and hence has nothing formidable in his way, 
he can proceed to deal effectively with the present and future.
(b) A second approach centres its attention on the feelings of the 
here and now. The assumption in this case is that by encouraging 
the individual to be aware of and overcome his emotional blocks 
(whatever past experiences they may have arisen from), he will be 
able to go on to learn how to live an effective and enjoyable 
life.
3(c) Another way of trying to change an individual's negative 
emotional outlook is through environmental manipulation. The 
alteration of the stimuli characteristically presented to the 
individual is designed to change his emotional responses. Such 
stimulus alteration may be mainly effected by the therapist 
himself, in and through the therapy group, or in and through the 
persons with whom the individual lives (e.g. in his family or in 
an institution).
(d) Finally, the main emphasis of the psychotherapy may be on the 
problem-solving or life-coping processes rather than on the 
individual's emotional reactions. The major assumptions of this 
kind of therapy are that an individual who learns characterist­
ically to think realistically and handle effectively the 
difficulties he encounters in life will begin to peel off the 
self-aefeating emotions without any [or much) special conditioning 
process being necessary to help him rid himself of anxiety, 
hostility and the like.
Whereas most specific psychotherapeutic methods would contain some 
elements from more than one of these categories, it is possible to 
identify each as having a major emphasis which aligns it with one of 
them. What is noticeable, according to Harper's assessment, is the rise 
in prominence during the past few decades of those therapies which stress 
environmental manipulation and which centre attention on the here and 
now. Although therapeutic methods which concentrate on intrapsychic 
processes (essentially category A) continue and show some comparatively 
recent innovations (e.g. primal and autogenic therapy), their present 
status in the psychotherapeutic scene is
... on the edge (not really the growing edge, but more like 
remnant shoots of an essentially dead old tree).
(Harper, 1975, p .167)
In addition to this change from an historical, intrapsychic emphasis to 
one which concentrates on the individual's social environment and present 
difficulties, there lias been a shift away from an emphasis on individual 
therapy to one in which the group (s) to which the individual belongs is 
seen as the appropriate target for therapeutic intervention (Erickson 
and Hogan, 1972). Gradually, both interpersonal and situational factors 
have emerged as important factors in the treatment process. With the
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advent of the psychosocial and behavioural models, new preferred 
methods iiave appeared which - because they view the person as existing 
within a network of physical, temporal and social relationships, 
reciprocally interacting across these dimensions - consider that 
intervention is most appropriately directed at the complexity of 
relationships in the network. Disturbance is regarded as not being 
within the individual, but within the network: the most effective way
to produce adaptive change in the behaviour of the individual is to make 
improvements to the system of functional relationships within which he 
behaves. As Ackerman (1967) has said:
Causation is now seen as multiple, circular, rather than 
linear ... The adaptation of the individual is evaluated 
within the context of his personal environment, and the 
concept of homeodynamic balance holds a position of central 
importance.
(P-9)
Such an argument has powerful implications for the nature and provision 
of therapeutic services. If the social and physical environment is 
critical, it is unlikely that brief sessions involving only therapist and 
individual in an environment isolated from the individual's life space 
will oe as effective as interventions where the day-to-day companions, 
custodians, family, nurses or teachers of the person become active (if 
not principal) agents of change, and therapy must include alteration of 
their behaviour as well as that of the 'client'.
This frame of reference which insists upon the primary importance of the 
individual's social environment has been held to various degrees and in 
various forms by several psychotherapeutic orientations (e.g. group 
psychotherapy, marriage guidance, family therapy, the therapeutic 
community, encounter groups). It is in the area of 'family therapy' 
(itself a collection of several specific methods, some of which will be 
briefly described in a moment) that is found the most relevant application 
of this philosophy to the theme of this essay, viz. the treatment of child 
behaviour problems.
However, it needs to be impressed here, as Waldrond-Skinner (1976) has 
recently argued, that 'family therapy' is not synonomous with 'family 
casework' nor with the 'family approach'. The family approach has been 
used by practitioners of most psychotherapeutic persuasions; in fact,
5few would claim intentionally to disregard the family in their 
therapeutic work. And, of course, paying attention to the client’s 
family is not new. Family relations have provided a rich diagnostic aid 
to the clinician for years, enabling him to obtain a much fuller picture 
of his client's difficulties. Like many tilings in the history of 
psychotherapy, awareness of the importance of the family background can 
be traced to Freud, who took the family into account in his understanding 
of anxiety, and also referred to the concept of interlocking pathology 
between parent and child. Additionally, but more rarely, the family has 
been actively involved in the treatment process - but this too is not a 
new development. Again, Freud's early account (1909) of his treatment 
of little Hans' phobia, using the father as therapist, indicates how far 
back one can trace the direct therapeutic use of client's relatives.
But in the family 'approach', as in family casework, it is the individual, 
not the family, who is the object of treatment at all times. Such 
methods are concerned with a specific relationship within the family 
group - one which involves the identified patient in an apparently 
obvious way -, and/or with using the family instrumentally in both 
diagnostic and treatment work, as a means of assisting change within 
individual family members. To some degree the same may be said of group 
psychotherapy. Although communication is interactional, with group 
members providing perspectives for other group members' difficulties and 
with the major therapeutic focus being on the group process, the primary 
therapeutic goal is growth of the individual in terms of his relationships 
with others.
The fundamental way in which family therapy differs from the family 
approach (and individual and group therapy) is that is has changes in the 
family’s transactional system as its major goal. It is the family which 
becomes the client for the therapist, not just the individual member who 
may have been referred for treatment. Changes in the behaviour of 
individual family members are, of course, inevitably needed to effect 
family system changes, but individual change is viewed as a by-product, 
a secondary consideration in relation to the prime purpose of changing 
the family system of interaction. Thus family therapy involves the 
treatment of a natural social system itself: not the treatment of one
or more of its isolated components, nor the treatment of one part of the
6system by another. With particular reference to the treatment of child
behaviour problems, the words of Bowlby (1949), expressed at an early
point in the "evolution” of family therapy, have remained seminal:
Child guidance workers all over the world have come to 
recognize more and more clearly that the overt problem 
which is brought to the clinic in the person of the child 
is not the real problem; the problem which as a rule we 
need to solve is the tension between all the different 
members of the family. Child guidance is thus concerned 
not with children but with the total family structure of 
the child who is brought for treatment.
(P-124)
But, despite the widespread agreement that family therapy can be broadly 
defined as the psychotherapeutic treatment of a functioning, natural 
social system (Waldrond-Skinner, 1976, p.l), it becomes clear when one 
examines the extensive and expanding literature on the topic, that there 
is no unitary theoretical foundation for family therapy. No single 
theoretical focus is acceptable to all or even to most practitioners. 
Instead, various theories - ranging from those based on a traditional 
psychoanalytic framework to those emphasizing a pure communications 
approach are evident (Beels and Berber, 1969). Similarly, a large number 
of diverse procedures and techniques are described and are currently being 
utilized in family treatment. Family therapy is not so much a specific 
technical method of treatment as a theoretical view of pathology, giving 
rise to a whole range of treatment possibilities. A brief description of
1. There are, however, foundations of knowledge which are essential to 
an understanding of the family as an open system. In addition to the 
"normal" societal pressures and intellectual thrusts xdiich 
continuously produce evolutionary changes in psychotherapy as a whole, 
a direct outside influence greatly stimulated the growth of family 
therapy. This influence was the adaptation of cybernetics and 
communications theory - initiated in the biophysical sciences - to the 
explanation and treatment of human behaviour. Whereas this aspect will 
be amplified in the next section of this essay, it is sufficient to 
point out now that such concepts enabled a shift from linear and 
deterministic explanations of events to models of circular causation, 
and also from a concern with purposes and motivation to models of 
self-corrective, self-governed systems. That is, the focus of 
attention was shifted from, for example, questions of historical 
causation of individual behavioural problems to questions of discover­
ing the ways in which an apparent individual problem becomes part of 
the family equilibrium. Systems notions provided the framework within 
which methods derived from several different psychotherapeutic 
’schools’ nave been applied.
7a few of the many developments in this field will serve to illustrate 
this diversity and to emphasize that the particular orientation followed 
in the remainder of this essay is one out of a multiplicity of 
therapeutic methods which seek to treat child behaviour problems by 
manipulating the social environment and producing systematic changes in 
the family unit through the involvement or training of the parents.
Slavson: Child-centred group guidance of parents
From his pioneering work in analytic group psychotherapy, Slavson (1958)
developed his "child-centred group guidance of parents". Whereas he
adhered strongly to the psychoanalytic model in his early developments,
his latter work shows a somewhat broader, more ecological stance in
viewing and dealing with disturbances in the family. He discriminates
between 'psychotherapy1 (requiring "intensive and lengthy treatment",
using fairly traditional psychoanalytic precepts) and 'guidance' (not
requiring "so profound an alteration in psychic organization"). Slavson
sees guidance as being appropriate in cases where
... the behaviour is the result of misconceptions of what 
the function of parenthood is, what the parent's role is 
in the development of the child.
(p.16)
The therapeutic effort in dealing with behaviour problems in the family 
is thus directed toward changing the parents' attitudes: emphasis is
placed on parent education, especially practical education in the 
handling of current problems in the parent-child interactions.
However, Slavson's notion of 'practical' training and involvement is 
noticeably different from that of various other therapists whose work will 
be discussed at different points in this essay. Despite the fact that he 
rejects a predominantly theoretical approach:
These results cannot be achieved, however, through mere 
conceptualization, such as is employed in lectures, 
didactic classes, or abstract teaching and discussions.
Parents make these new attitudes and values their own 
only if they are helped to arrive at understanding and 
conclusions through their own efforts ...
( P -18)
his system is one which seeks to produce change by way of communication 
rather than by action, and progress is made via discussion groups
8involving eight mothers or fathers (whose children are of nearly the 
same age and the same sex).
Similar experiences and like situations aid mutual 
identification, facilitate sharing and mutual help, 
enhance the significance of communications and 
render the discussions more practical and meaningful.
... Discussions and conversations must at all times 
concern themselves with actual situations as they 
occur in the lives of the parents and only those 
that relate to their children.
... Reactions to and reflections of a situation 
therefore take of necessity a practical turn since 
they touch each one in an intimate and realistic 
fashion.
( p . 45 )
Thus 'practical1 education is achieved by way of a focus of discussion on 
real, present difficulties, and the development of insight into these, 
and does not include any directed or supervised performance elements.
Although the essentially verbal exploration of current difficulties, 
together with some of the concepts underlying the guidance process (where 
the therapist uses his analytic understanding but deliberately does not 
make it explicit), oring psychoanalytic overtones to Slavson's method, 
he is careful to point out that child-centred group guidance of parents 
takes a significantly different view of the origins and treatment of 
child behaviour problems than is taken by orthodox psychoanalysis. It 
is interesting to find integrated into the one method traditional psycho­
dynamic concepts and those of prime importance from other psychotherapy 
'schools'. Along with such notions as those of ego and id functioning, 
the reality and pleasure principles, are the emphases on empathy and 
positive regard for self and others which is characteristic of the 
client-centred approach, as well as the attention to the importance of 
conditions in the social environment which maintain problem behaviour - 
as stressed by social learning theorists. This synthesis of ideas from 
different therapeutic orientations anticipates by some years the view 
which was expressed by Auerswald (1966) in his discussion of the 
"interdisciplinary" versus the "ecological" approach in clinical work.
He exhorted that ecological approaches which emphasize the interfaces 
between systems, their interactional processes and information exchange, 
allow for the development of a whole new technology in the production of 
change. It is just as important in dealing with behaviour problems in
9the family, to see the relevance and usefulness of ideas from various 
knowledge systems, as it is to view the family itself as a natural social 
system.
MacGregor: Multiple Impact Therapy
An interesting departure from the single therapist method used by Slavson, 
but which maintains the importance of inputs from several different 
viewpoints in providing therapeutic assistance to families is found in 
the Multiple Impact Therapy method devised by MacGregor (1964). Here the 
pooled skills and viewpoints of a multi-disciplinary team are used to help 
families with a disturbed adolescent in crisis. The whole family comes to 
the clinic for two days of broadly diverse interaction with a team which 
includes a doctor, social worker, psychologist, psychiatrist, minister and 
others. The whole team meets with the whole family for an hour, and then 
they divide into different combinations of interviewers and family members 
according to a strategy which is worked out during the opening meeting.
In a series of individual and conjoint interviews with each of the 
professional workers during the two days, relationships in the family are 
examined, appropriate areas of authority and autonomy are considered and 
confirmed, expressions of anxiety are acknowledged, and factors which 
interfere with family communication are identified and discussed. In the 
final sessions, discussion centres on what has been learned by each member 
about other family members and interactions, and on what each considers 
are the next steps. Specific questions about practical procedures to be 
followed until the follow-up visit (two to six months later) are dealt 
with in the closing team-family conference, and the family then returns 
home to apply what it has learned.
What is important in this scheme is not just the augmented professional 
expertise in dealing with family behaviour problems which comes from a 
multi-disciplinary team, but also the functioning of the team as a model 
of healthier ways of interacting. The team with its leaders and followers, 
its male and female members, is a model of role differentiation, 
flexibility, open criticism and communication.
The team brings to bear the power of their number, the 
solidarity and depth of their relationships to each 
other, and their experience with their o\m and other 
families. They are explicitly conveying the values of
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the culture, as well as the understanding of the 
idiosyncratic position from which the family starts.
CBeels and Ferber, 1969, p.290)
The 'team' approach, of course, is one which has come to be widely used 
in various ways in family therapy, and is an important feature of the 
technique which will be described in the later section dealing with the 
author’s practicum. What is particularly evident in MacGregor’s method 
- and is probably inherent to some degree in any multi-disciplinary 
team approach - is that the principal therapeutic effects come from 
joining a relatively open system, the team, to a relatively closed 
system, the family functioning in a defensive way.
Interaction with the team and development of a trusting 
attitude toward the team members causes the family to 
function somewhat more receptively, and allows self- 
revisory functioning to take place that is natural to 
the processing of new material from the environment.
(MacGregor, 1964)
Guerney: Filial Therapy
If, by definition, the family is to be regarded as a social system, it 
is apparent that all forms of family therapy will be concerned with 
relationship factors in the family’s interactions. It is characteristic 
of most modes of family therapy that the actual behaviour of the family 
members is inspected and discussed, feelings are expressed and explored, 
and that out of this (with the guidance and imitation of the model 
provided by the therapist), it is expected that new and more constructive 
relationship patterns will emerge. Whilst all methods place a great deal 
of reliance on the assumed continuation of therapeutic patterns of 
interaction in the family life after termination of therapy, and many 
utilize the therapist (as an individual or team) as a demonstrator of 
technique which the parents are encouraged to adopt in their interactions 
with children, comparatively few proceed to
(1) an operational formulation of more desirable patterns of interaction, 
and particularly
(2) the deliberate rehearsal and practice of these under the observation 
and supervision of the therapist.
Guerney’s (1969) 'filial therapy' is an example of those techniques in 
which parental training, as well as education and insight, is seen as an
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important component of the therapeutic effort. To accomplish this, the 
parents
(1) receive instruction in the general principles underlying the 
therapeutic interactions they are asked to undertake with their 
children
(2) are given specific examples of the kinds of interpersonal behaviours 
expected of them, often through actual demonstrations
(3) are asked to rehearse or practise the required behaviours, and
(4) are given feedback or supervision in their attempts to put into 
practice what they have learned.
In effect, a significantly different approach is evident here, in that 
the agents of change are also some of the members being changed in the 
family.
The particular procedure which Guerney has designed involves training 
the parents of disruptive and disturbed children (in groups of six or 
eight) to undertake play therapy with their own children in a fashion 
modelled after cllent-centred play therapy. The children themselves are 
not seen in therapy; rather their parents are relied upon to effect the 
desired changes. After training along the lines mentioned above, the 
sessions between parents and child commence in the home, but the parents 
continue to meet weekly with the therapist to discuss results, 
conclusions, and inferences about their children and themselves.
The manner in which the child’s play sessions are to be conducted is 
intended first to break the child's perception (or misperception) of the 
parent’s feelings, attitudes, or behaviour toward him. Second, they are 
intended to allow the child to communicate thoughts, needs and feelings
- mainly through the medium of play - to his parents which he has 
previously kept from them. Third, they are intended to bring the child
- via newly perceived attitudes on the part of his parents - a greater 
feeling of self-respect, self-worth and confidence.
Apart from its adherence to the Rogerian tradition this approach is 
distinctive because it attempts to mobilize the parent’s motivation both 
to help and to be helped - particularly the former of these. Emphasis 
is placed on minimizing the self-deprecating feelings and perceptions 
that the parents may have of themselves as destructive forces - that
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having damaged the child they must now turn him over to a therapist to 
clean up the mess - and on making them feel that their help is essential 
in producing behaviour change and harmonious relationships in the family. 
In this connection it is interesting to observe that Reissman (1965) has 
discussed the ’’helper therapy principle" and pointed out that considerable 
therapeutic benefit seems to be obtained by a person with a problem if he 
is involved in helping others in similar difficulty. He states
An age old therapeutic approach is the use of people with 
a problem to help other people who have the problem in 
more severe form (e.g. Alcoholics Anonymous, Syanon, Recovery 
Incorporated). But in the use of this approach ... it may be 
that emphasis is being placed on the wrong person in centring 
attention on the individual receiving help. More attention 
might well be given the individual who needs the help less, 
that is, the person who is providing the assistance, because 
frequently it is he who improves'. ... While it may be 
uncertain that people receiving help are always benefited, 
it seems more likely that the people giving help are profiting 
from their role.
(p.27)
Of course, there are many other reasons beside that of the therapeutic 
benefit to the parent which support the use of parents as change agents 
for dealing with behavioural difficulties in their families. These will 
be discussed in the next part of this essay. The point at the moment is 
simply to indicate a quintessential feature of Guerney’s rationale: 
that small, closed systems such as those of family groups clearly emerge 
as being potentially suitable for a structuring of the treatment 
situation such that some of the recipients of help [the parents) may be 
trained to take on the roles of dispensers of help. As was pointed out 
earlier, the active involvement of parents in the treatment of their 
children’s behaviour problems is certainly not new or uncommon. But 
relatively few of the therapeutic systems proceed to that level of 
structure and direction where the parents receive sub-professional 
training in the application of therapeutic procedures.
The Social Learning Approach to Parent Training
The brief descriptions which have just been made of three methods of 
treating child behaviour problems within a family therapy orientation 
serve to illustrate the earlier statement that there is no unitary 
theoretical foundation underlying family therapy and that rather than
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being a "method of treatment" itself it is a view of pathology which 
gives rise to a whole range of treatment possibilities. It is with the 
'parent training' possibility that the remainder of this essay is 
concerned; specifically with the training of parents to apply social 
learning principles to rectify behaviour problems and promote 
harmonious interactions in their families. Just as Guerney and his 
associates have developed a distinctive technique in which therapeutic 
effects are produced in the family system by training parents in certain 
aspects of client-centred therapy, so have many other workers been 
concerned with the possibility of teaching parents to treat their child’s 
behaviour problems and to produce adaptive changes in the family’s 
system of interaction by applying operant principles.
It is worth pointing out that in directing attention so closely to the 
"social learning approach" from this point onward, it is not intended to 
depict the method as one which stands apart completely from other 
scheues of parent training. Although parent training in behaviour 
modification techniques and, say, client-centred therapy differ notice­
ably, this should not be allowed to mask the fact that they share 
certain common elements, and that both can be incorporated into a larger 
concept of the therapeutic task. Both methods are similar in that they 
(a) adopt an ahistorical approach, [b) have a set of basic principles 
which are not so numerous, complicated, or foreign to everyday experience 
that they cannot be grasped by the great majority of persons, and (c) 
rely upon patterns of therapeutic behaviour which can be specified, 
taught and measured with relative ease and reliability. More importantly 
it is not intended to bnply that differences in technique and rationale 
inevitably mean evangelical adherence to one method or other by the 
therapist in practice. In striving for brevity and maximal theoretical 
consistency, it is easy to leave the impression, for example, that a 
major difference between them stems largely from an orientation on the 
part of the behaviour therapist to pay almost exclusive attention to 
behaviour, as opposed to making inferences about feelings, while the 
Rogerian is inclined, conversely, to pay attention almost exclusively 
to feelings rather than overt behaviour.
An exaggeration of such differences would ignore the fact that varying 
methods can often accomplish the same ends, even if their stated goals
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are different, and that alternate approaches are potentially compatible 
in large measure. Thus, in filial therapy, as the parent begins to 
understand and show acceptance of the child's feelings and viewpoint, 
the child becomes more interested in pleasing the parent and winning his 
praise - and the therapist need not refrain from pointing out the ways 
and means by which praise reinforces behaviour and may be used construct­
ively in everyday living. In behaviour management, as the child is 
trained to become less disruptive, the parents become more interested in 
pleasing and understanding the child, and it seems appropriate for the 
behaviour therapist to encourage and enhance the parents' aptitude for 
such empathic behaviour. Certainly, in the writer's experience, most 
client-centred therapists are also very much concerned with the 
behaviour of their clients when it comes to evaluating the effectiveness 
of their efforts, and do not refrain from providing approval for progress. 
Nor are most behaviour therapists merely concerned with the mechanics of 
social reinforcement and lacking in concern for the feelings of the 
people whom they treat. Many seem to adopt sensibly the ecological 
stance recommended by Auerswald and discussed earlier on p.8.
As will be seen, in the social learning approach to parent training 
which is to be described, there is an apparent (initial) focus on the 
unwanted behaviour of the child who is presented for treatment, but the 
real goal in therapy is to produce changes, throughout the family's 
system of behaviour, with the principle therapeutic agents being the 
parents. Whilst this method shares the advantages which accrue to all 
those therapeutic techniques which seek to manipulate the social 
environment and to involve the parents actively in the process of 
behaviour change, other distinct benefits are considered to come from 
its social learning orientation. The following sections will elaborate 
on some of the issues which have already been raised and consider the 
case and evidence for this particular therapeutic method, as well as 
describing its application in a child guidance clinic and some of the 
problems which were perceived in such work.
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PART I: THE CASE FOR PARENT TRAINING
Introduction
in the last twenty or so years there have been certain developments and
trends which have been particularly important for the evolution of parent
training in behaviour management as a preferred method of child treatment.
Commencing with a paper by Levitt (1957) - itself stimulated by
Eysenck’s (1952) evaluation of the effects of psychotherapy with adults -
there has been a series of writers (Hood-Williams, 1960; Eisenberg and
Gruenberg, 1961; Levitt, 1963; Creak, 1963; Eaton and Menolascino, 1967;
Davids, Ryant and Salvatore, 1968; Rachman, 1971) who have claimed that2serious questions remain about the effectiveness of ’’traditional"" child 
intervention and therapy practices. Following Levitt’s (1957) comparison 
of the results of eighteen reports of child psychotherapy - of which "a 
plurality ... reflect psychoanalytic approaches" - with control evaluat­
ions of untreated children, there has been a continuing reiteration by 
these writers of his conclusion that there is no scientific evidence to 
show that treated children improve more than untreated children. Whilst, 
as Levitt was originally careful to point out, this conclusion does not
2. The term ’traditional’ will be used to refer to those approaches in
child psychology - mainly of psychoanalytic persuasion - where therapy 
is conducted in a setting remote from the child’s daily routine, 
(usually the clinic or practitioner’s office), often on a one-to-one, 
therapist-child basis, and in which the inspection and alteration of 
intrapsychic processes is the prime concern of the therapist.
In fact, of course, it is a mistake to talk about ’traditional’ 
psychotherapies as if they constituted a single treatment approach. 
Many differences in emphasis and technique can be found among those 
approaches which meet the above criteria, and to subsume them 
beneath a single term inevitably produces some risk of over­
simplification and stereotyping.
However, as a broad group they are recognizably and significantly 
different from the behaviour therapies, and for the sake of economy 
in demonstrating the distinctive features of the child behaviour 
management approach, such a basis for comparison will be used. 
Certainly, the term 'traditional' has come to be widely used in the 
professional literature, for this purpose at least, as is exemplified 
by the writings of Franks (1969, p.3), Kanfer and Phillips (1970, 
p.17), Bandura (1969, p.10), Craighead, Kazdin and Mahoney (1976, 
p.90), to name but a few.
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prove that the forms of psychotherapy which were reviewed were ineffective, 
the converse - that they are effective - is also not proven. In the face 
of a subsequent lack of scientific evidence being offered by the 
proponents of the various traditional therapies, it was natural that many 
practitioners would begin to seek methods or approaches that had more 
empirical support.
At about the same time that child psychotherapy practices were being 
critically examined, an increasing number of studies began to appear in 
the psychological literature which suggested that the principles of 
behaviour change developed in the operant conditioning laboratory 
(Skinner, 1953) could be applied in treating behaviour disorders (Wolpe, 
1958; Eysenck, 1960; Ullman and Krasner, 1965; Bandura, 1969).
Research in the last fifteen years has mushroomed, producing a rapid 
expansion of knowledge about, and techniques for, the use of social 
learning principles in the modification of abnormal and problem 
behaviours in an extensive range of individuals in a profusion of 
different settings.
Several writers have discussed behaviour modification techniques as being 
well suited to the treatment of child behaviour problems and as having 
sane distinct advantages over other forms of behaviour change (e.g.
Rachman, 1962; Bandura, 1961, 1969; Grossberg, 1964; Ullman and 
Krasner, 1965; Tharp and Wetzel, 1969; Browning and Stover, 1971;
Miller, 1975). In practice such techniques have been demonstrated 
successfully in the treatment of an immense variety of deviant 
behaviours through virtually all child diagnostic categories (Berkowitz 
and Graziano, 1972), suggesting their wide applicability to children’s 
behaviour problems. Furthermore, Gelfand and Hartman (1968) have shown 
that, as compared to adults, children have become an increasingly 
popular client population for behaviouristically oriented therapists.
Some reasons for the widespread use of social learning theory-based 
therapy for children’s problems can probably be found in its comparative 
brevity of treatment and the types of maladaptive behaviours for which 
children are often referred for treatment. Many of these behaviours have 
proved to be particularly amenable to behaviour modification techniques, 
in that the presenting complaint is often a well-defined behaviour such
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as bedwetting, a phobia, temper-tantrums, aggressive responses - the 
types of problems which, as Grossberg (1964) has pointed out, behaviour 
therapy most successfully treats. It has also been suggested (Ullman 
and Krasner, 1965) that the type of specific and detailed instructions 
which parents receive from behaviour therapists more nearly meets the 
parents' initial treatment expectations than do the more general and 
vague directions, for example, to be demonstrative and accepting, given 
by children's therapists who follow the tenets of traditional approaches.
But there is a further reason for the increasingly common use of 
behaviour modification techniques in child treatment. As discussed 
previously, these methods of intervention - like many other forms of 
therapy - emphasize the importance of manipulation of the client's social 
environment in the process of eliminating undesirable responses and 
developing prosocial behaviour. The necessary environmental control is 
often easier to achieve for children in their homes and schools than in 
the typically more complex and varied social interactions of adults.
Since the young child spends the major part of his time either among the 
family or at school, the therapist can effectively manipulate a large and 
significant part of the child's social experiences by instructing a 
small group of people -  the parents and the teacher. Such a strategy has 
both practical and ethical merit for the therapist, for apart from having 
considerable control over the child, these people are-specifically 
responsible for the child's welfare and for teaching him appropriate 
behaviour patterns. When treating adults, it is usually more difficult 
to find and solicit the co-operation of persons who can serve as equally 
powerful reinforcing-dispensing or controlling agents, and it is highly 
unlikely that they would have the degree of influence or authority over 
the adult client that adults characteristically possess with respect to 
children.
Until about 1967, the great majority of reported demonstrations and 
applications of behaviour modification techniques to deviant child 
behaviour were limited to single-subject case studies where therapy was 
conducted by professionally trained personnel in clinic and hospital 
settings. Since that time, the previously small but persistent flow of 
reports concerned with the use of behavioural programs in non-clinic
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settings and with the use of non-professional persons as therapists has 
increased strikingly in volume. In the last five years, areas of 
investigation which have received much attention have been those concerned 
with transferring the locus of therapeutic intervention from the 
professionally trained therapist to persons who are primarily involved on 
a day-to-day basis with the client and the behaviour in question. Hence, 
the current interest in the self-management of behaviour [Watson and 
Tharp, 1972; Mahoney and Thoresen, 1974; Thoresen and Mahoney, 1974) 
and the utilization of parents, teachers and social workers as behaviour 
therapists for the children in their care, represents a significant shift 
occurring in the perception of psychologists of their professional role. 
The shift is away from the role of direct participant in the intervention 
process, and towards a role as trainer and educator of the persons whose 
daily interactions and responsibilities include the rearing, training 
and welfare of children, with the aim of training these people to devise, 
implement and maintain their own modification programs. Such an approach 
extends the focus of treatment from the alleviation of existing 
behavioural difficulties within the family toward a preventative model of 
mental health service.
As Bandura 0-969, P-105) has stated:
From a social-learning perspective those who have the 
intensive contact with the client, if given appropriate 
training, can serve as the most powerful agents of 
change.
Parents, by this definition, are certainly powerful change agents.
Having gained facility in effective behaviour management methods while 
under tuition for a particular problem beliaviour in their child, they can 
subsequently apply this knowledge to future developmental problems in a 
variety of circumstances, as well as structure and operate their domestic 
circumstances in ways that promote healthy rather than maladaptive 
behaviour.
Thus, the impetus toward parent training in behaviour management 
techniques came largely from a growing awareness of the questionable 
effectiveness and limitations of some approaches commonly found in child 
psychotherapy which emphasized the role of internal mediating processes 
and paid little attention to the evidence which showed that the
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individual is highly responsive to the people and events in his 
environment, particularly to the natural mediators of reinforcement.
In addition, two other trends mentioned in the previous chapter were 
influential in this development. These were
Cl) The realization that a child’s problem behaviours do not exist
as separated phenomena which can be treated as "his”, independently 
of parents and siblings, but are an integral part of the larger 
system of family behaviour, and are inevitably and inherently 
influenced by contingencies in that system.
(2) A continuing concern with the means whereby the gap between the 
provision of human welfare services and the demand for these 
services can be met. As suggested by many writers, an 
accelerating crisis in this area lias made increasingly important 
the issues of cost-efficient utilization of available therapeutic 
procedures, and accountability in the use of professional time.
A more detailed discussion of each of these sources of influence on 
the development of parent training in the application of social 
learning principles will illustrate the importance and relevance of 
this scheme as a viable alternative for the treatment of child behaviour 
problems.
Limitations in traditional approaches to child therapy
The question of whether there is a generalization of treatment effects 
from the therapeutic setting to the other aspects of a child’s life is 
an important one which faces all approaches to child psychotherapy.
This issue is all the more critical for those systems which, like the 
orthodox psychodynamic approach, attempt to produce behaviour change 
through sessions conducted in a restricted, professional setting, and 
which concern themselves primarily with internal mediating variables 
at the relative expense of variables in the social environment. Certain 
limitations to the effective generalization of treatment seem more
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3likely in methods of this kind.
Treatment usually takes place in a special environment where the child 
interacts with a highly trained specialist, rather than in the setting(s) 
in which the problem behaviours occur, and with the persons who are most 
affected by the child’s maladaptive behaviours. 'There is, then, an 
artificiality about this treatment situation which occupies only a small 
portion of the child’s life and excludes many of the most significant 
influences in it. As has been pointed out by several writers (e.g. 
Zeilberger et al. , 1968), when the influences and contingencies surround­
ing a child differ in separate settings, discrimination learning is 
likely to occur and the child may come to behave differently, but 
consistently for each setting. Thus, for example, a child may show 
belligerent behaviour toward his peers but not toward his parents, or be 
obedient in the classroom but not at home. Part of the solution to this 
difficulty of attaining adequate generalization of treatment would seem 
to be to treat the problem behaviour in the natural environment in which 
it occurs, and/or to maximize the involvement during the therapeutic 
sessions in the clinic of those who have significant, continuing 
influences on the child’s life.
liiere is another sense in which added advantage might be gained by an 
'in situ' approach to child treatment. The therapist operating in an 
isolated office might never directly observe parent-child interaction in 
its natural environment or the behaviour which brings the child for 
treatment (Hawkins et al., 1966). Whereas many forms of behavioural and 
inter-personal difficulties might still be manifested by the child and 
his parents in the therapist’s office, these may not necessarily be
3. The comments expressed on pages 13 and 14 would seem to be
particularly relevant to this section. The fact that it is possible 
to point to important differences between the 'traditional' and 
’behavioural’ approaches, and to evaluate them differently, does not 
preclude the possibility of there being some points of contact 
between the systems, or of an intelligent use being made of these 
interfaces by the therapist. An example can be found in the work of 
Slavson, discussed earlier, who adopts an ecological approach 
arising from the interface between psychodynamic theory and attention 
to environmental influences.
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characteristic of behaviour at home, and in any case, behaviours which 
are periodic and situation-specific - such as school phobia, stealing, 
anorexia, selective mutism - will rarely occur during therapy contact 
(Russo, 1964). The definition of the problem, then, is usually up to the 
parent, and the therapist’s data are usually limited to his sessional 
sampling of the child’s behaviour, to the retrospective and often 
unreliable reports of parents not trained in behavioural observation 
(Patterson, 1971), and to his own contemplation.
By contrast, there are several methodological requirements of behaviour 
therapy techniques which are aimed at overcoming these limitations. 
Systematic observation of the child's behaviour in his usual circum­
stances is considered to be fundamental in this approach. The dependent 
variables are also typically objective, measurable, discrete units of 
behaviour, and treatment proceeds by the controlled presentation and 
withdrawl of the independent treatment variables and a continuous 
measurement of their effects. This emphasis on obtaining an objective 
record of behaviour in the natural setting from the beginning of 
contact with the family, as well as the characteristic use of the 
experimental-idiographic method, enables more precision and reliability 
to be attained in both the identification and modification of the 
problem behaviours and their controlling contingencies than is found in 
the largely immeasurable, non-predicted interventions of traditional 
psychotherapeutic methods.^
A related limitation suggested by Gelfand and Hartmann (1968) concerns 
the explanations provided by the therapist for the parents’ guidance.
Not knowing relevant environmental details, and because of his likely 
attention to psychodynamic materials, the therapist’s suggestions for 
action might be so general and technical that parents (and teachers) are 
unable to translate them into specific behaviour. Being confronted with
4. This attention to the relative precision with which behaviour modif­
ication techniques define and treat specific ”target" behaviours 
should not obscure the more important purpose underlying the approach 
being considered in this essay. Whereas the alteration of a discrete 
unit of behaviour is the immediate goal of treatment, such change 
represents the means toward the primary goal of producing adaptive, 
mutually-reinforcing changes throughout the family system of behaviour. 
This will be discussed in more detail later in this chapter.
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inferences and abstractions rather than useful, practical suggestions 
which might be employed in directly coping with the everyday realities of 
the disrupted family situation, parental frustration may be more likely 
to increase and to cause further disorganization in family life, 
consequently interfering with the therapeutic effort. In comparison, 
child behaviour management techniques provide the parents with a 
rationale for the problem, and their immediate practical involvement, in 
simple behavioural terms which have face validity and are easily under­
stood.
A central feature of traditional approaches to child therapy which has 
been criticized by many writers (e.g. Bandura, 1969; Franks, 1969;
Kanfer and Phillips, 1970; Craighead et al., 1976) is their adherence 
to the "medical model" of deviant behaviour. Treatment is usually based 
upon the assumption that deviant behaviours are symptoms of some under­
lying emotional disturbance, and is designed to modify these hypothetical 
underlying causes. This attitude toward pathology is not just confined 
to the psychoanalytic approach to the deviant child (Ackerman, 1958), 
out is also seen in the therapeutic models which emphasize family roles 
(Bell, 1962) and communication networks (Haley, 1963). All of these 
approaches assume that deviant child behaviour is the outcome of some 
underlying neurotic conflict, either in one or more of the parents 
(Ackerman, 1958), or some disruptions in roles, with the accompanying 
disruptions in communications among family members (Haley, 1963). It is 
also assumed that long-term changes in deviant child behaviour can be 
brought about only as a function of alterations in those underlying 
conflicts within the family.
Contemporary behaviourists, however, question both of these assumptions. 
Apart from the implications which Eysenck's (1952) trenchant criticisms 
of the effectiveness of the psycho-analytically-based technique have for 
the basic assumptions of that approach, the research literature reviewed 
by Fontana (1966) supports the growing suspicion held by many investig­
ators that "neuroses" or underlying conflicts are neither necessary nor 
sufficient conditions for producing deviant child behaviour. As 
Patterson and Reid (1970) have pointed out, systems of interaction can 
gradually develop in the family life where members inadvertently provide 
the reinforcing contingencies necessary for the acquisition and
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maintenance of deviant child behaviour. That is, deviancy can be 
explained in terms of the behaviour (of both parent and child) being 
shaped by the contingencies of reinforcement which surround particular 
responses, and there is no need to view it as a necessary outcome of some 
hypothetical underlying pathology. Such a view of problem behaviour 
contains important implications for action on the therapist’s part. The 
psychotherapeutic effort of those who ascribe to the mental illness model 
is directed toward a strenuous search beyond the manifest behaviour for 
the remote but basic cause of the symptom. Treatment strategies accord­
ingly view the present behaviour as superficial and relatively 
unimportant and attempt instead to cure the "underlying mental disease".
On the other hand, as the relationship between learning processes and 
deviant behaviour lias become better understood, social learning theorists 
have suggested that the manifest behaviour is the problem. Treatment 
strategies should not be based on a mental illness model but on a 
behaviour deficiency or excess model, where the behaviour problems of 
children are viewed as a current lack in some essential skill(s) or an 
excessive display (in frequency or intensity) of some inappropriate 
response(s) in a given situation, which has been produced by an unsuitable 
history of reinforcement (Ferster, 1965). If the observed behaviour is 
regarded as the problem, the therapist searches directly for a solution, 
and his treatment program is designed to establish the important 
behavioural competencies which the child has not learned, as well as to 
eliminate the contingencies maintaining the undesirable behaviours. 
Emphasis is placed on change, rather than aetiology of behaviour. As 
Bandura (1969) has stated:
Behaviour that is harmful to the individual or departs 
widely from accepted and ethical norms is viewed not as 
symptomatic of some kind of disease but as a way that the 
individual has learned to cope with environmental and 
self-imposed demands. Treatment then becomes mainly a 
problem in social learning rather than one in the medical 
domain.
(Page 10)
Such a model sustains the belief that family members can be used to 
produce adaptive behavioural changes by being trained to make appropriate 
alterations to the reinforcement contingencies which surround particular 
undesirable and desirable actions.
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Behaviour modification in the child's natural environment
The learning theory approach to child therapy suggests, then, that the 
behaviour of the child is primarily under the control of reinforcing 
contingencies supplied by the environment (Skinner, 1953). It is argued 
that a child behaves as he does largely because of differential 
reinforcement (mainly in the form of social attention) provided by other 
people, which effectively shapes his modes of responding. Thus, both 
desirable and undesirable behaviours are learned and maintained by the 
consequences which they generate in the child's natural environment.
As indicated briefly above, considerable evidence is now available to 
show that parents may not only consciously use various forms of reinforce­
ment to control their child but may also inadvertently support their 
child's deviant behaviour through their social attention to it (Whaler et 
al., 1965). Similar studies of teacher-child interactions in pre-school 
settings have demonstrated that teachers may also function as powerful 
sources of reinforcement for such behaviours as excessive crying (Hart 
et al., 1964), isolate play (Allen et al., 1964), excessive passivity 
(Johnson et al., 1966), regressive crawling (Harris et al., 1964) and 
aggressive behaviour (Scott et al., 1967). Other studies have indicated 
that the pre-school child's peer group adds a further component to these 
sources of influence (Patterson et al., 1967; Wähler, 1967).
The point is that by acting as selective dispensers of reinforcement, 
these people who constitute the social environment of the child act as 
social agents who "teach” him which aspects of his behaviour will be 
most instrumental in obtaining approval, reassurance, affection, nearness 
and other forms of attention as well as the wherewithal for physical 
comfort and existence. This being the case, the most efficient way to 
modify a child's deviant behaviour may be to change the reactions of the 
natural, social community to that behaviour. That is, the focus for 
intervention should be on modifying the dispensers who provide the 
contingencies and reinforcements for the child's problem behaviour.
Such an approach to therapeutic intervention differs fundamentally from 
the dyadic model found in many approaches to child therapy where the 
professional worker directs his efforts toward the child client. By 
using the natural mediators of reinforcement in the child's environment
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as an inherent part of the intervention process, the model becomes a 
triadic one: consultant, parent- (or teacher-) mediator, child. The
importance of involving the individuals in the child's life who possess 
and control his access to the most powerful reinforcers is stated by 
Tharp and Wetzel (1969):
The professional (consultant) attention is to be directed 
to the modification of the mediator behaviour. The 
consultant will choose mediator behaviours as goals which 
will result in the desirable modification of the actions 
of the (child) target; but the consultant operates upon 
the mediator, and he must not forget it. If he does 
forget, and attends directly upon the target, he will 
have made two serious errors. First, he will have failed 
to modify the maintaining stimuli for the target's 
misbehaviours; thus the target would revert to mis­
behaviour upon the withdrawal of the consultant. The 
second error is much more visible: in all likelihood
the consultant would fail to alter the behaviour of the 
target since the mediator is the individual who controls 
the reinforcers most powerful to the target.
(Page 57)
The important point in this approach to the treatment of child behaviour 
problems is that parents and teachers might be trained to modify their 
own behaviour in response to the actions of those in their care. More 
often than not, the primary target for the behaviour therapist must be, 
not the maladaptive behaviour of the child, but the incompetent and 
inappropriate behaviour of the parent (Yates, 1971). Training parents 
to recognize the eliciting stimuli for, and the consequences of, their 
own behaviour is a fundamental requirement in the attempt to produce 
change in the family system.
The therapeutic advantages of training parents in this way are not 
confined to their roles as dispensers of reinforcement and therefore as 
powerful controlling agents. Equally important are the assets which come 
from having a continuous application of the intervention program in the 
child's real-life setting. One of the problems with intervention in 
clinic settings is that the therapist is never really sure of what 
reinforcement schedules will be available to the child for certain 
behaviours in the natural environment, let alone the nature of the 
reinforcers. This means that newly developed and adaptive responses by 
the child which are shaped and maintained by in-patient reinforcement
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procedures and schedules, may well be placed on extinction schedules 
when he returns to his home; and that maladaptive behaviours which have 
been extinguished or in some way decreased at the clinic, may be 
reinstated at home. Training parents as behaviour therapists is one way 
of circumventing this problem, in that the schedules of reinforcement 
used will be those which are natural in the daily existence of the 
family. The particular reinforcers chosen will also be relevant and 
known to be effective, and their provision or withdrawal will operate 
throughout the child's waking hours rather than just during a specified 
treatment session.
The family as a behavioural system
In the Introduction it was explained that a major tenet of the family- 
oriented therapy movement is its view that individual behavioural 
difficulties are an inherent product, and component, of the family 
system of interaction, and that treatment must be concerned with 
producing adaptive changes in this network of relationships in order to 
alleviate the problem behaviours of individual members who have been 
referred for treatment. With respect to deviant child behaviour this 
approach attempts to avoid the tendency, which was evident in some 
earlier forms of child therapy, to extrapolate the child's behaviour 
out of its natural context and to regard it almost as a free-standing 
phenomenon. Instead, emphasis is placed on viewing the child's 
behaviour as a pattern of responses which is affected by the ongoing 
behaviour of the other family members, but which is also itself 
effective in influencing their actions.
There is a fairly clear compatibility between the social learning 
approach to psychotherapy and the broader structure which a systems 
analysis of family behaviour provides. Systems analysis is primarily 
a response-centred method of analysis and explanation, and does not 
place its major emphasis on prior conditions and the discovery of 
original stimuli. Instead, it deals with a current cycle of events 
which need not have a discernible beginning or end, but which can be 
controlled and regulated. Hence there is no necessary concern with the 
history of the system: effort is directed toward re-arranging or
re-ordering it as presented.
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Apart from these similarities, evidence from social learning research 
has consistently supported the notion that the behaviour of any family 
member cannot validly be considered in isolation, but needs to be seen 
as an intrinsic part of an ecological unit consisting of inter-locking 
behaviours. The observed behaviour of any member changes as a function 
of the events and contingencies in the family system of interaction, 
and to understand the behaviour of an individual one must not only be 
able to identify all the components in the system, but also to observe 
the operative social conditions prior to and after the occurrence of the 
behaviour. As Bandura (1969) has show, psychological functioning 
involves a continuous, reciprocal interplay between behaviour and its 
controlling conditions. Although actions are regulated by their 
consequences, the controlling environmental conditions are, in turn, 
often significantly altered by the emitted behaviour.
Not only does the use of both systems theory and the principles of social 
learning lead to a pragmatic examination of the relationships of the child 
in his home community as they currently exist, but such an analysis also 
helps to explain the process by which problems in behaviour and personal 
relationships develop. Many behavioural problems seem to occur in, and 
be part of, a system which has achieved stability but is largely 
pathological. Often families that seek therapeutic help have dealt with 
the maladaptive behaviour of one member by responding to it over the 
years with anger, babying, conciliation, irritation or sympathy. These 
responses, however punishing they might seem on the surface, may well 
have the effect of strengthening the undesired or deviant behaviour 
through the reinforcing effects of social attention. The result is an 
increase in the frequency or intensity of the behaviour in the future, 
calling for further reinforcement, and leading to the establishment of 
a self-perpetuating system. In so many cases, the system which evolves 
is what Phillips and Wiener (1966) have described as a deviation- 
amplifying one. The aversive effects of the problem behaviour lead to 
the withholding of the attention which has been maintaining it. As a 
result the child intensifies his efforts to achieve what, for him, are 
positive consequences, and his behaviour becomes increasingly frequent 
or extreme until the parents can no longer tolerate the situation.
Their ultimate attentional reactions effectively teach the child that
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escalating his responses and persisting in them are successful means of 
obtaining a desired outcome.
Of course, few people would deny that the family is a system and, 
accepting this proposition, it is obvious that desired changes might be 
achieved by making appropriate inputs at some point(s) in the system’s 
functioning. The problem is to know where and how to intervene. The 
particular argument which is being advanced in this chapter is that the 
parents constitute the most appropriate point (’where’) at which to 
initiate change throughout the system, by being trained (’how’) to alter 
the contingencies surrounding their own and their child’s behaviour.
Work in the social learning area suggests that it is important to under­
stand the mutually reinforcing or symbiotic nature of deviance (Liberman, 
1972; Patterson and Reid, 1972) when planning intervention, and to 
recognize that to a very large extent it is the behaviour of the parents 
which in certain ways has allowed problem behaviours in children to 
develop and to be perpetuated. Successful modification of the child's 
behaviour presupposes an alteration of that of the parents. If the 
social environment is the major influence in the shaping and maintenance 
of voluntary behaviour, one would expect that changing an individual's 
behaviour requires changing his social environment. In the case of 
children's behaviour problems, the parents being both members of the 
small, relatively closed social system and powerful dispensers of 
reinforcements within that system, are the most appropriate sources of 
initiating therapeutic influence. By training the parents to reprogramme 
the stimulus and reinforcement contingencies in the family, it should be 
possible to produce alterations in their behaviour which will produce a 
chain of reactions which will reverberate around the system, influencing 
all members.
Certainly, Patterson (1972) has found that family systems develop a 
remarkable stability in the schedules of reinforcement which operate, 
with each member receiving about as much positive and negative 
reinforcement as he gives. These findings support the argument that if 
one or more members of the family were trained to increase their rates 
of reinforcement to another for appropriate responses, this in tuna 
could lead to effects around the system which produce an increased rate
29
given by the other family members. Hence, it should be possible to 
arrange reinforcement contingencies provided byr the parent that would 
alter deviant child behaviour, and at the same time produce reciprocal 
benefits which maintain the behaviour of these dispensers. Substant­
iation of these ideas by Wills (ibid, Patterson) has strengthened the 
notion that parents are a high priority target for training in 
behavioural techniques aimed at child management.
The above points notwithstanding, it would be wrong to leave the 
impression at the end of this section that intervention should or need, 
only be directed at one point in the family system of behaviour. As 
stated previously, the behavioural problems of the child who is initially 
brought for treatment are often related to other difficulties of 
relationship and circumstance in the family. To take a hypothetical 
example: the parents of a child seek professional help because of their
ostensible concern for their child's truanting and involvement with a 
delinquent group. Following interviews and observation, it becomes 
apparent that the child is also backward at school, which causes added 
anxiety and some resentment in the parents who are inclined to act 
punitively. The father, who has an ulcer, works in a demanding position 
and finds it difficult to face any additional stresses at home. This 
seeming withdrawal upsets his wife and they quarrel frequently, showing 
general irratibility toward each other and the child. As a result, the 
father spends most of his free time out of the home and the mother 
assumes the major responsibility for the child's upbringing, and becomes 
the target for educational authorities' complaints about the child's 
absences and police interviews about his out-of-school activities. 
Frustrated in her own needs for affection and support, she takes it out 
on her immediate family, which increases the tension for all.
Whereas the usefulness of this contrived example should not be pressed 
too far, it is sufficient to illustrate that in the life of this family 
there are problems of an educational, vocational, medical and marital 
nature in addition to those of the presenting complaints. Furthermore, 
the problems are largely inter-related, having reinforcing effects upon 
each other, which lead to a pattern of family behaviour being maintained. 
The counsellor's task is to break in to this behavioural system at some
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point and endeavour to modify the harmful pattern and/or to replace it 
with one that is more beneficial. Sometimes a major change in the 
family’s total system of interaction may be affected by intervening at 
just one place. Thus, any amelioration of the marital conflict would 
almost certainly result in some all-round improvement in family 
relationships. But even if the couple were amenable to some form of 
personal or marriage counselling, this would not necessarily help the 
father's work problem or his ulcers or the child's backwardness. Quite 
often intervention must be directed at several points in the family life 
more or less simultaneously. Individual counselling for the father's 
work problems and medical help for his ulcer might coincide with some 
remedial instruction for the child's backwardness as well as some 
training for the mother in the use of social learning principles to bring 
about desired changes in selected aspects of the child's (and parents') 
behaviour.
Thus, whilst there are good reasons arising from social learning research 
and the systems approach to family behaviour for suggesting'that child 
behaviour problems might usefully be treated through parent training in 
behaviour management, it is apparent that this approach does not 
constitute a single, magical panacea for children's deviant behaviours 
and associated family difficulties. As Lickorish (1975) has argued, the 
technique to be used in modifying a given behaviour pattern is 
determined by the nature of the problem and selected from the therapist's 
repertoire. He does not simply apply his favourite therapeutic method 
to all the problems presented to him, but considers carefully what 
technique is best suited to a particular problem. In so doing he 
capitalizes on the fact that different therapeutic methods produce 
differential effects (DiLoreto, 1971; Paul, 1966). In this respect, 
Lazarus (1971; 1972) has shown how behavioural methods may be integrated 
with other approaches thus forming a more comprehensive therapeutic 
scheme for intervention into the problems of individuals and families.
The crisis in human welfare services
The matter of providing an adequate level of mental health care and 
behavioural counselling in the community is one which has produced 
considerable activity in the professional and political spheres in the
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last decade. It is interesting to note that in many respects the trends 
in the findings from epidemiological studies and in the development of 
mental health care services have been similar in America and Australia.
The emerging crisis in manpower availability in the mental health 
professions in America was highlighted by Albee (1963) when he made 
projections of the number of trained personnel which would be required 
within a few years to staff the mental health clinics which had been 
recommended by the 1961 U.S. Joint Commission on Mental Illness and Health. 
Albee based his estimates on such data as trends in membership numbers of 
professional societies, enrolments in psycholog;/ courses in universities, 
and staff establishments of mental health clinics. Although he 
demonstrated that there was a clear disparity between growing mental 
health demands and the provision of professional personnel, it could be 
said that his estimates were largely tenuous because his comparison Was 
based on the number of staff available versus the number of vacant 
positions in clinics, rather than against the actual incidence of 
behaviour disorder in the population and the existing need and demand for 
mental health care.
More recently, Miller et al. (1971) have published a report in which the 
incidence of deviant child behaviour in the general population was 
estimated from responses made on a standardized behaviour check-list by 
a carefully structured, but randomly selected sample in urban mid- 
America. Particular care was taken in obtaining a representative sample 
of respondents and sampling error was claimed to be minimal. The 
results indicated that the average child within the general population 
manifested between 11 and 13 deviant behaviours, with 15% of the child 
population exhibiting more than 25 deviant behaviours each! Whereas 
these statistics support the argument that disturbed behaviour is an 
exaggeration of noimality - that is, that "normal” children generally 
manifest a few facets of deviant behaviour - the size of the group of 
children who might need, or be referred for, professional assistance in 
behavioural counselling - either because they were so disturbed as to be 
classified "pathological", or because they were regarded as normal but 
disruptive in some way at home or school - is staggering. The authors
state:
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Currently there are approximately 26 million children 
in the United States between the ages of 6 and 12. Our 
data would indicate that there are one-half million 
children with a Total Disability score of 25 (defined 
as "disturbed" children) in this age group. To estimate 
the total number of disturbed children below 18, it would 
be necessary to triple these estimates. In 1967, there 
were only 1,800 professional child mental health workers 
in the United States (Rexford, 1968). This constitutes 
a professional-to-child ratio of 1:800 for the most 
disturbed children, or 1:8,000 for those children rated 
at a lower criterion level... The current population 
explosion in the United States (100 million additional 
persons in thirty years) will amplify the relationship 
between need and available service to even more 
intolerable levels. The mental health professions 
must not only carefully select those individuals who 
can most profit from available services, but must also 
develop early identification programs and effective 
preventative procedures. We cannot hope to train a 
sufficient number of professionals to meet this 
projected need.
(Page 22)
The pessimism expressed by Miller et al. is certainly accentuated when 
one considers figures published by Stuart (1972), who shows that in the 
United States between 1960 and 1970, the number of persons receiving 
public assistance and child welfare (non-institutional) services rose 
1475%, and that the rate began to escalate in 1970! To meet this demand 
there has been an increase in psychiatrists and psychologists during the 
same time of only just over 50%.
The indications that the mental health care needs of the community are 
continuing to increase also seem strong in Australia. In their 1973 
review of mental health surveys in Australia, Buckle and Miles speak of 
psychiatry as an area of health care that is
...expanding more rapidly than others. The number and 
turnover of in-patients, old and new, public and private, 
is increasing, even exploding. The indications are that 
this trend will continue. (P.416)
The evidence upon which such a statement is based comes from a variety of 
sources. Whilst there have been many specific studies in the field of 
mental health in each of the States - the Victorian Mental Health 
Authority alone has listed 570 published articles, the large majority of 
an epidemiological nature, reporting studies made between 1965 and 1971
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- the number of large scale surveys based on a representative sample of 
a total population has been few, however. Krupinski et al. (1970) and 
Krupinski and Stoller [1971) used the survey method to ascertain the 
extent of psychiatric disorder in the communities of Heyfield (in 1964) 
and Prahran (in 1968). These surveys were not exclusively concerned 
with mental health and dealt with the prevalence of physical disease and 
handicap, and various sociological variables as well as behavioural 
disorders. In addition, the response rate of the sample in the Prahran 
study varied from only 53% to 70% of the categories within the sample, 
which increases the potential for distortion in the results. On the 
other hand, a survey, specifically of mental health and its correlates, 
was made on a representative sample of the population of Canberra by 
Hennessy et al. (1973) in 1971 and achieved a 92% response rate. This 
survey, although it may have been statistically more reliable, was made 
of a population which is demographically very different from the rest of 
Australia, containing a higher proportion of children under 14 years, 
a smaller proportion of elderly persons, and having a higher average 
level of education, income and divorce. Such differences, as well as 
methodological differences in the form of data collection and measures 
of mental health, make it difficult to draw comparisons of the incidence 
of behaviour disorder in Australia from these separate surveys. Never­
theless, they do provide a broad context for evaluation.
Krupinski et al. (1970) found that 18.6% of the total population (24.9% 
of adults) of Heyfield warranted a psychiatric diagnosis, and a further 
49.3% exhibited isolated neurotic symptoms. Repeating the study in 
Prahran, Krupinski and Stoller (1971) found that 18.4% of the total 
population (20.5% of adults) could be given a psychiatric diagnosis.
The rate of disturbance in the Canberra adults was 26% (18.4% "borderline 
disturbed", 7.6% "disturbed"). The authors refer to this rate as being 
lower than in similar (American) studies using the same measures, but 
point out that the lower rate could have been predicted on the basis of 
Canberra's unusual demographic structure and its consequent under­
representation of the high-risk groupings which have been identified in 
the other studies. Keeping in mind the strictures on comparison 
mentioned above, it could be suggested cautiously that the Australian 
surveys together indicate that measurable psychiatric problems occur in
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at least 20% of the adult populations studied. In view of the range of 
different samples used - from a country" town, an inner suburb of a large 
city, and a planned, largely middle-class environment - it is tempting 
to generalize this figure to the total Australian population.
Similar tentative comparison of the data on behavioural disturbance in 
children (5 - 12 years) can be made, these revealing a ’’disturbed" rate 
of 11.0% in Heyfield, 12.8% in Prahran, and 12.9% in Canberra. Each 
study reported a substantially decreased rate of disturbance or problems 
of adjustment in adolescents (Bruen and Hennessey, 1973; Stoller and 
Krupinski, 1974), the rates still being around 4-5% in each case, 
however.^
As with the adult figures, even if one adopts a conservative stance in 
accepting the suggested incidence of behaviour problems in children and 
adolescents in the population, when percentages are translated into 
number of cases which might seek professional assistance, the problem of 
providing sufficient manpower to handle the demand becomes acutely 
evident. Certainly, the existence of a current and accelerating man­
power shortage in the Australian mental health professions has been 
referred to by such writers as Viney (1974), Clarke (1974), and Mitchell 
(1975).
Leaving aside statistics about frequency of behavioural problems in the 
population and the size of staff establishments in mental health services, 
there is another aspect of this situation which invites the conclusion 
that Australian developments do parallel those in America to a certain
5. Of course, any statement of the frequency of behaviour disorder begs 
important questions about the criteria used for diagnosis and the 
reliability and validity of these criteria. These questions are 
particularly pertinent with respect to the symptomatology of child 
behaviour problems where much greater variability in the durability 
and the topography of problem behaviours seems to occur than in 
other age groups. Such changes may well reflect alterations in the 
nature of the parent-child interaction rather than in the child, per 
se. That is, statistics pertaining to the incidence of ’’child 
behaviour problems" may not necessarily indicate problems in either 
the child or the parent(s), but rather a problem in family inter­
action (Bruen, 1974).
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degree. It also has Important implications for the nature of professional 
assistance. Both countries have seen fit to act on the recommendations 
of official commissions - the U.S. Joint Commission on Mental Illness 
and Health (1961) and the Australian Social Welfare Commission (1973) - 
in establishing community health centres to provide an expanded and 
integrated delivery of health care. And if the U.S. experience can be 
used as a guide, a radical change in the character of demands for 
services from mental health facilities can be expected. Between 1960 
and 1968 there was a net reduction of 25% in the number of mental 
hospital patients and a net increase of almost 400% in the number of 
outpatients (Stuart, 1972).
This change to an increasing demand for community-based rather than 
hospital-based services carries with it the implications that there must 
be qualitative changes made in the nature of that service. The triadic 
model suggested by Tharp and Wetzel becomes a means of fulfilling both of 
the requirements of maximizing professional usefulness and of locating 
therapeutic intervention in the daily environment in which the client's 
behavioural difficulties occur. Professional expertise comes to be 
directed toward training natural mediators in the behavioural principles 
which can be applied in their own circumstances rather than toward 
therapy on a direct-client-intervention basis. Apart from the increased 
effectiveness in treatment which should come from this process, signific­
ant economy should be achieved from the approach because of the potential 
of such training in handling future problems (Gruber, 1971). Even 
greater maximization of resources is possible through the medium of 
group training of natural mediators and other non-professional persons. 
Hence, individual and group training of such persons as parents and 
teachers offers one possible means of bringing about maximum behavioural 
change in difficult and disturbed children with minimal expenditure of 
professional time and effort. The prospects of the natural contingency 
managers in the child's life actually administering the desired intervent­
ion may be one way of closing the gap between the availability of 
professional staff and the press of public demand for their services.
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Summary
It is apparent that not every person who needs help can be treated in 
the consulting room. In any case, many human behaviour problems need to 
be seen as problems pertaining to a system of interaction between 
several members of a natural ecological group rather than as problems of 
the individual. In order to find a means of extending professional help 
to more people and at the same time to provide therapeutic assistance 
which is both appropriate and preventative in nature, it must first be 
acknowledged that behaviour change can occur under a vast range of 
conditions and through the influence of a great variety of agents. The 
most effective and economical solution to the behavioural problems of 
an individual who has been referred for treatment may be the therapeutic 
restructuring of his environment by those who are also part of his 
ecological system, rather than his involvement in therapy with a stranger 
in a distant clinical setting. In the case of child behaviour problems, 
the training of parents in the application of social learning principles 
seems aposite as a means of producing therapeutic effects in the family 
system.
37
PART II: TIE EVIDENCE FOR PARENT TRAINING
Studies involving the training of parents as behaviour therapists for 
their own children cover a wide range of presenting problems and inter­
vention approaches. In reviewing them, various categories [e.g. 
individual or group training) and dimensions (e.g. complexity of 
behaviour being treated) might be used. Inevitably, because of the 
multi-faceted nature of the reports, no particular study could be said 
to belong exclusively in one area, although several have an arguably 
dominant theme. The approach taken here has been to determine four 
aspects of research in parent training which seem important in describing 
and evaluating it, and to illustrate each of these with selected studies 
from the last fifteen years of development in this area. Consequently, 
some studies may be useful in illuminating more than one issue, and - 
in view of the volume of the research - certainly no attempt has been 
made to include all relevant studies. Examples will illustrate:
(1) The variety of presenting child behaviour problems which have been 
treated by training parents as behaviour change agents.
(2) The degree of complexity and sophistication involved in that 
training.
(3) The settings for the training.
(4) The level of methodological sophistication employed.
The variety of child behaviour disorders treated by training parents as 
change agents
Reports have been made of the successful training of parents as 
behaviour therapists for their children’s -
(a) Anti-social and immature behaviour
e.g. fire-setting [Holland, 1969), tantrums [Bernal, 1969), 
hyperactivity [McPherson and Samuels, 1971), disruptive 
meal time behaviour [Johnson, 1971), multiple misbehaviours 
[Wolf et al., 1964), aggressiveness [Zeilberger et al., 
1968), oppositional behaviour [Wähler, 1969).
[b) Academic motivation and achievement
e.g. Dyslexic reading deficiency [Ryback and Staats, 1970), 
school phobia [Patterson, 1966; Tahmisian and McReynolds,
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(b) (cont.)
1971), promoting home study through contingency contracting 
(Cantrell et al., 1969), improving the reading level of 
culturally disadvantaged children (Umansky and Umansky,
1976).
(c) Behaviour problems in cases of physiological abnormality
e.g. non-compliance in a deaf child (Forehand et al., 1974; 
Mira, 1972), in brain damaged children (Salzinger et al., 
1970), and in mentally retarded children (Rose, 1974; 
Clunies-Ross, 1977).
(d) Problems in speech and motor functions
e.g. teaching speech to an autistic child (Wetzel et al., 
1966), alleviating seizures (Gardner, 1967).
(e) Self-injurious behaviour
e.g. excessive self-scratching (Allen and Harris, 1966), 
self-mutilation in an autistic child (Risley. 1968).
(f) Toilet training
e.g. encopresis (Edelman, 1971), enuresis (Lovibond, 1964), 
constipation (Lai and Lindsley, 1968).
This sample of research studies testifies to the extensively diverse use 
of parent training in applying behavioural techniques to child problems. 
Case studies range from the treatment of typical behavioural difficulties 
of childhood, which might be more appropriately termed ’disruptive’ 
rather than ’disturbed’, to the deviant behaviours of psychotic children. 
Examples are not just confined to physically and mentally ’normal’ 
children, but include those who are mentally retarded or suffering from 
various physical dysfunctions. An age range from early childhood through 
to adolescence is also evident, as is the treatment of single and 
multiple behaviours in individual children.
Before continuing it is worth pointing out that whereas most of the 
evidence cited so far has been of American origin, it should not be 
thought that developments in parent training have lacked impetus in 
Australia. In an influential paper written as early as 1964, Cullen
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distinguished between primary preventative mental health (aimed at 
preventing the occurrence of mental illness) and secondary prevention 
(in which disorders are detected and treated in the early stages). 
Stressing the importance of the former, Gillen pointed out that primary 
prevention can operate in three ways:
(a) by reducing stresses which are responsible for 
breakdowns or unhealthy development,
(b) by strengthening a person’s emotional resilience 
by meeting his basic needs as an infant and 
child,
(c) through the provision of help and support for 
people at times of crisis,
and that parents represent a prime target population for consideration 
as agents in the promotion of such preventative mental health measures.
He stated that, at that time
... The only organized programs in Australia which are 
deliberately aimed at reducing the prevalence of 
disordered personalities are those included under the 
general rubric 'parent education'.
(P.17) 6■
Although the number of Australian studies of parent training in 
behaviour management which have been reported in the professional 
journals is comparatively small, these reports have extended over much 
the same period as the American work and have covered a similar diversity 
of behaviour problems. For example, in 1964 Lovibond trained parents 
to help their children overcome enuresis, whereas in 1974 Bettison 
described a program used to teach behaviour modification principles to 
parents of autistic children, and in 1976 Umansky and Umansky reported 
on the training of parents as therapy technicians in a program which was 
successfully directed at improving the reading level of culturally
6. These early programs seem mainly to have taken the form of discussion 
courses in child-rearing (Watson, 1965) rather than the more 
particular approach which constitutes the theme of this essay, but 
considerable benefits were claimed for the participants in their 
roles as parents (Cullen, 1967). Such findings, when considered in 
relation to the equal claims for success by other approaches, 
certainly suggest the provocative thought that the important issue 
in parent training may not be the method per se, but the act of 
focusing parental attention on significant aspects of the processes 
of interaction and development.
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disadvantaged children identified as poor readers. Farther implicit 
evidence comes from the fact that the mental health services in each 
of the state and federal governments presently include a unit or 
avenue through which parent training in behaviour management is, or 
may be, provided (e.g. West, 1977; Robson et al., 1977). Such assist­
ance to local communities is also offered by departments of psychology 
in some universities (e.g. Umansky and Umansky, 1976) and colleges of 
advanced education (e.g. Clunies-Ross, 1977; Griffin and Hudson,
1978).
Essentially this broad spectrum of evidence seems to indicate that it 
is no longer necessary to have to demonstrate either the effectiveness 
of operant techniques of contingency management in producing adaptive 
changes in the behaviour of children who show marked behavioural 
deficits or excesses, or to further substantiate the possibility of 
training parents to apply them. This approach to therapy has reached 
the point where attention should now be directed at attempts to 
research and evaluate the different ways of training parents for this 
purpose, and to identify the variables which might influence the 
relative effectiveness of each of these methods.
The complexity and sophistication of parent training programs
Producing meaningful change in the parental component of parent-child 
interaction has become the central therapeutic problem in this approach, 
and most of the recent investigators have made some provision for 
teaching parents the basic principles and concepts of social learning 
theory, observational procedures and contingency programming skills.
It has been assumed - as is common in most other educational concerns 
- that the parents will learn the skills of child management more 
readily, and generalize their use to a greater extent, if they under­
stand the general theoretical notions underlying their actions. (The 
issue of generalization of training effects will be discussed in Part 
TV.) Different methods of teaching these principles and concepts have 
been used with varying degrees of sophistication, ranging from parents 
carrying out strictly defined instructions with little systematic 
learning involved, to formal courses of instruction with the parents 
participating as co-therapists from the outset.
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In the earlier published reports, psychologists mainly concerned them­
selves with training parents to handle relatively simple child behaviours. 
Training was often uncomplicated, consisting of giving instructions to 
the parents during the counselling interview, and did not involve their 
mastery of behaviour principles or methodological procedures. Whereas 
some of these studies included additional training such as modelling of 
the parent on the therapist (Straughan, 1964), and some cases involved 
parents in handling more complex behaviour problems, the primary 
responsibility for the gathering of data and the design and evaluation 
of the treatment program was retained by the professional worker.
Parental involvement was virtually a secondary aspect of treatment 
(Berkowitz and Graziano, 1972).
Whereas the literature continues to contain reports where the role of 
the parent in the child behaviour modification project has been 
restricted to that of the clinician’s assistant, the general trend in 
training parents in child management has been to develop more powerful, 
didactic and participatory modes of promoting the understanding of 
contingency management principles. These schemes have placed a clear 
emphasis on the parents learning about such concepts as differential 
reinforcement, the shaping of behaviour, the effects of schedules such 
as that of intermittent reinforcement, time-out as a form of mild 
punishment, and have included training in observation and recording of 
behaviour.
These studies, however, have varied in the scale of the training 
program from individual instruction (Holland, 1969; Conger, 1969) to 
large groups involving more than twenty famil ies (Patterson, 1971).
Group instruction involving less than a dozen parents seems to have 
been most commonly reported, presumably because of the savings in the 
trainer’s costs in time and effort, and the gains in benefit to the 
participants which come from such activities as the shared exploration 
and discussion of experiences and course material. A great variety of 
instructional techniques has been evident, with the commonly used 
lecture-discussion being supplemented with such approaches as parent 
seminars (Ray, 1965), role playing and videotape feedback (Johnson,
1971), behavioural rehearsal (Lazarus, 1966), modelling (Engeln et al.,
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1968), in vivo parent-child interaction with cueing via handsignals 
(Becker, 1971) or remote-controlled signalling devices (Johnson and 
Brown, 1969; Toepfer et al., 1972; Clunies-Ross, 1977) and the use of 
programmed textbooks (Patterson and Gullion, 1968; Zifferblatt, 1970; 
Sadler and Seyden, 1976).
Reports have also shown a considerable variation in the effects 
expected of the training, extending from programs in which the training 
was essentially limited to the handling of the presenting problems 
(Zeilberger et al., 1968; Allen and Harris, 1966) to courses aimed at 
teaching parents not only how to deal with immediate problems, but 
also at giving them competency in their own future, independent 
application of contingency management techniques (Patterson and 
Gullion, 1968; Forehand et al., 1974). Studies of this latter kind 
reflect a shifting of focus from the discrete behaviour of the child 
to the parent-child interaction system as the target for intervention. 
These more extensive training programs also imply a different level of 
intervention, in that concern is not only directed toward behavioural 
change but carries through to the maintenance of the new behaviours in 
parents and child, and generalization of the training to other 
behaviours, settings and persons.
Brief mention of a range of these studies in parent effectiveness 
training will illustrate in more detail the emphases which have 
developed on educating the parents, developing their parenting skills, 
and involving them as co-therapists.
Salzinger et al. (1970) used both individual and group training 
procedures which focused on behavioural observation and recording. 
Groups met twice weekly for a series of lectures on the functional 
analysis of behaviour and to discuss material presented in a prescribed 
booklet. All parents were instructed to read the text and to answer 
questions in it. Following this they were tested on the material, and 
retested three months later. Additionally, group discussions dealt 
with specific problems the parents were having in implementing 
modification programs, with both participating parents and the 
experimenters contributing advice.
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Johnson and Katz (1973, page 186) describe a study by Wälder et al. in 
which the training program was designed to teach general principles of 
learning and to assist parents in performing a functional analysis of 
their children’s behaviour. The program involved four major steps 
arranged sequentially. Parents were first taught to accurately observe 
behaviour and record data; next they learned to identify contingencies 
that control behaviour; this was followed by in vivo shaping projects 
using both other parents and laboratory animals as subjects; finally, 
a review was conducted to discover how parents were applying principles 
of behaviour control within the home. In order to exert control over 
parental behaviour, the investigators required that weekly homework 
assignments be completed prior to group training sessions. Opportunity 
to receive individual consultation was contingent upon increasingly 
higher levels of accomplishment by parent subjects.
In a series of articles since 1968, Patterson has described the group 
training program at the Oregon Research Institute. In these procedures, 
two weeks’ baseline observation data are collected in the home by 
professional staff, describing family interaction. Following this, the 
parents respond to a programmed textbook that outlines social learning 
theory (Patterson and Gullion, 1968). Contingent on their completing 
this assignment, the professional staff then spends one hour in helping 
them pinpoint one or two child behaviours and setting up a schedule for 
the parents to observe their children's behaviour. Daily telephone 
calls serve both to prompt continued operation and to reinforce it when 
it occurs. Several days of consistently good data earn for the parent 
the right to enter the group of between three and five families. Each 
parent is given thirty minutes in which to present his current data, 
describe the program used last week, and outline the current management 
problem. All of the group members then participate in planning specific 
intervention programs for each other and in examining the data that are 
being passed around.
Before attempting to draw any conclusions about the effectiveness of 
such parent training schemes it is appropriate to examine the associated 
settings in which the training has been conducted.
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The settings for parent training programs
The locations for the training of parents in behavioural techniques 
have been almost as varied as the modes of instruction. Most commonly 
the therapist's office, the lecture room and the seminar room have been 
employed. Several schemes have also planned for the extension of the 
training from the formal situation into the home by requiring various 
materials to be read, and assignments to be completed. The use of 
lecture-discussion-reading settings alone has some disadvantages, 
however, which has led some investigators to use the clinic-laboratory 
and the home as places for a more practical form of training.
While listening, discussing and reading may indeed alter the reinforce­
ment schedules used by some parents in their family interactions, it 
seems possible that such a didactic method of training may need to be 
replaced, or at least supplemented, by more pragmatic involvement in 
other cases. Not all parents are likely to be suited to training which 
makes assumptions about their educational skills or their motivation 
toward group participation. On this matter, Salzinger et al. (1970) 
report positive relationships between educational level of the parents 
and success in the training project, as well as between test-retest 
scores and successful therapeutic manipulations. (As mentioned earlier, 
this training program was oriented toward the lecture-discussion- 
reading format). These data suggest that for seme parents with weaker 
educational backgrounds, it may be desirable to supplement abstract 
instructional material with either direct reinforcement to increase 
parent motivation, or various practical, case-relevant procedures 
(such as modelling, behavioural rehearsal, role playing and videotape 
feed-back) that assist the parents' comprehension and shape their 
response patterns. It may well be, for some parents at least, that 
there is a kind of Piagettian orientation necessary in their training: 
that is, formal operations may only be attained after relationships 
have been perceived through appropriate concrete operations. In any 
case, it seems reasonable to assume that, in the rehabilitation of 
deficient parenting skills, closer supervision in the form of initial, 
directed practice and feedback may be beneficial in assisting parents' 
to produce responses that can be shaped and supported. It is also 
likely to result in better memory of what is to be done. Such training
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could be carried out either in the laboratory attached to the clinic or 
in the home.
Certainly, a number of investigators have brought parents and children 
into the laboratory for training purposes. Modelling by the therapist, 
followed by imitation by the parents has been used by several workers 
(e.g. Engeln et al., 1968; Hewett, 1965; Umansky and Umansky, 1976). 
Others have employed modelling and then cueing the parents in various 
ways as they interact with their child (e.g. Bemal et al., 1969;
Toepfer et al., 1972; Clunies-Ross, 1977), as a means of providing 
ongoing feedback and directing behaviour. All of these authors claim 
success with this approach but it is difficult to evaluate the efficacy 
of several studies of this kind in view of their lack of control and 
comparison groups. However, some studies of an evaluative kind have been 
conducted. Johnson and Brown (1969) employed multiple training procedures 
including modelling, direct instructions, group discussion and cueing.
Of these procedures they found modelling by the therapist to be most 
effective in producing rapid change in parent behaviour. Patterson 
(1971) reports studies by Martin (1967) and Kaswan et al. (1968) in 
which parents were trained to carefully discriminate among various 
behaviours of their own and their children, and this produced signific­
ant changes in the family interactions in the laboratory. There were 
also changes in the children’s behaviour in the classroom as reflected 
by teachers’ ratings. No such changes occurred in the non-treated 
control families. Patterson, incidentally, states that this kind of 
precision teaching process is important in training parents to attend 
more carefully to the behavioural events in their families - a matter 
which will be discussed in more detail later.
A recent large scale study by Nay (1975) involving 77 mothers made a 
comparison of instruction in time-out procedures via written presentation, 
lecture presentation, videotaped modelling and modelling coupled with 
role playing. Following instruction, no significant difference was 
found between the four instructional techniques in terms of knowledge, 
as assessed by written questionnaire, although each was superior to the 
non-treatment control. On the other hand, practical assessment showed 
modelling coupled with role playing to be superior to either written
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presentation or lecture but not to modelling alone.
Nay’s report, in conjunction with those already mentioned, high-lights 
some matters of considerable importance in training parents as change 
agents. Firstly modelling emerges as being consistently superior to the 
other laboratory-based techniques for producing parent change. This is 
not to deny that the other and, in some cases, more esoteric methods are 
not effective to various degrees. It does, however, direct attention to 
a powerful method of training which is easily carried out, and makes no 
restrictive demands on location and equipment. Secondly, the report 
suggests that the more didactic methods of parent training - that is, 
lecture-discussion plus reading - are as effective in changing the ideas 
of parents as are schemes which include practical training. But it also 
suggests that they are not as effective in achieving behavioural change 
Calthough they are probably superior to no training at all). In many 
ways, it is the problem of the transfer of training - from idea into 
action, from training location to home, from one sub-setting within the 
home environment to another - which is the most important and critical 
one in such attempts at therapeutic intervention. (See the last section 
of Part IV). For this reason, the inclusion of practical behaviour­
shaping experiences in parent-training schemes would seem to be worth­
while, if not necessary, in promoting effectiveness.
Some psychologists have sought to maximize the relevance of their parent 
training, and to minimize the problems of transfer, by conducting 
training in both the laboratory and the home (e.g. Patterson et al.,
1967; Tharp and Wetzel, 1969; Stuart, 1971). Such a combination allows 
as close an integration of training with the disturbance in the family 
system as is probably possible, and also allows the clinical worker to 
examine directly the problem behaviours and the results of intervention. 
According to Tharp and Wetzel (1969), this approach also produces 
benefit in that it increases the chances of sustaining the parents’ 
involvement and motivation for change. On the other hand, it necessarily 
reduces the favourable cost - benefit ratio which can be attained by 
more centralized training with parent groups, since more time is spent 
in non-productive activities such as travelling, and in time-expensive 
activities such as consulting with individual clients.
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Evaluation of attempts to train parents as behaviour therapists
Various criticisms have been made of many of the published studies 
concerned with training parents as modifiers of their children’s 
behaviour. Whereas a detailed account of these is not within the scope 
of this dissertation, a brief consideration is important, for such 
criticisms largely refer to methodological deficiencies which -
(1) influence an overall evaluation of the achievements and 
potential of the field;
(2) indicate areas to which attention should be directed in 
developing and refining this approach to child therapy, 
and
C3) may well delineate issues which are potential or inherent 
problems in most, if not all, attempts to employ parents 
for this purpose.
Reviews of the literature by Gelfand and Hartmann (1968), Berkowitz 
and Graziano (1972), Johnson and Katz (1973), Reisinger, Ora and 
Frangia (1976) and Forehand and Atkeson (1977) show that there is no 
doubt that parent training schemes have proved to be successful in 
producing adaptive changes in the behaviours of children and families 
who have presented with a variety of problems. But the reviews also 
express how there has been, and possibly continues to be, a persistent 
element of methodological weakness in the work of many of the people 
publishing in the area. Such themes are evident in these extracts from 
the reviews:
Although a number of the studies convincingly demonstrate 
the efficacy of behaviouristic treatment approaches, the 
majority of papers were inadequately controlled and 
incompletely recorded case studies ... Unfortunately, 
many of the behaviour therapy studies reviewed in this 
paper fail to meet most of the assessment standards 
suggested in the evaluation paradigm and thus represent 
no improvement over the traditional clinical case study 
in terms of experimental rigor.
(Gelfand and Hartman, 1968, p.212)
All of the studies reviewed by these authors were concerned with the 
use of behaviour modification techniques in treating child problems, 
but not all involved the use of parents as active change agents. 
However, the reviews of the other authors mentioned above specifically
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evaluated this matter, and the following extract is typical of their 
conclusions (e.g. see also Reisinger et al. (1976) p.109; Forehand and 
Atkeson (1977) p.589).
Poorly defined independent and dependent variables 
constitute a serious deficiency in many of the studies 
reviewed.
Inadequate descriptions of v/hat was done by whom to 
alter which behaviours almost certainly preclude 
replication by others without which the validity of 
treatment manipulations cannot be established ...
Failure to systematically program generalization of 
treatment effects was frequently encountered ...
In several instances, the effects of intervention by 
parents could have been less ambiguously interpreted 
had the back-up investigator demonstrated behavioural 
control using either reversal techniques or multiple 
base-line designs.
(Johnson and Katz (1973) p.197)
Lest the picture appear too black, it needs to be stated that in each 
review papers are cited which are sufficiently sophisticated and well- 
controlled as to contain no methodological flaws. These -
... provide the most convincing and well-validated 
evidence for the efficacy and desirability of the 
parent-training approach. Other studies, despite 
the above variety of weaknesses do provide support 
for various portions of this approach.
(Berkowitz and Graziano (1972) p.314)
Generally speaking, it could be said that despite methodological weak­
nesses in individual studies, collectively they provide substantial 
evidence that child behaviour modification programs employing parents 
as the technicians of change have the potential to provide an economical', 
effective alternative to existing clinical intervention techniques. It 
is also clear that before procedures of this kind achieve their full 
potential as clinical tools they will have to be developed beyond what 
Bricker (1970) called the "artistry" stage of behaviour modification: 
"artistry" referring to the observation that most workers in the field 
of operant behaviour modification have demonstrated that they can bring 
about certain changes, but relatively few have made their treatment 
procedures so explicit that others in the field can readily repeat what 
they did. Perhaps it is not too much to hope for - at least, to aim 
for - that materials and procedures for parent training programs be 
researched and developed to the highly explicit state which has been
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achieved in other fields of application of operant principles, e.g. the 
programmed instructional materials field. Such refinement and develop­
ment would enable psychologists to more readily discern appropriate 
cases for this kind of intervention and to apply it at some criterion 
level of effectiveness.
The possibility remains, however, that some of the criticisms of previous 
reports - particularly the more persistent criticisms - may be pointers 
to difficulties which are inherent or prone to arising in this approach 
to child behaviour problems. The question is whether the methodological 
deficiencies pointed out are the result of ill-prepared studies by 
experimenters who could have done better, or whether the attempt to move 
the locus of intervention from therapist to parents, from clinic to 
natural environment, may not be hampered by opposing or restricting 
factors ”in the field” which debilitate the power of even a well-designed 
study or intervention program. In moving from the clinic and laboratory 
to the home setting, much advantage is gained in terms of realism, but 
this may be offset by the problems of control which are generated by a 
greatly expanded and interacting matrix of variables.
For example, the reviews quoted above mention ’’inadequate control and 
measurement” as being a common weakness in many studies. Now there is no 
doubt that suitable experimental designs have been developed for use in 
evaluating the effects of a behaviour modification program of the types 
considered here. The development of the single-subject design (Sidman, 
1960) and the reversal-to-baseline and multiple-baseline methods 
(Browning and Stover, 1971) have made adequate tools available to the 
psychologist working in this area. Similarly, the literature abounds in 
reports of techniques which cater for the observation, recording and 
measurement of behaviour in the natural setting (e.g. Bijou et al,, 1969; 
Thomas, 1974).
But the availability of adequate methods to a psychologist interested in 
behavioural research or treatment is a separate issue from the utilization 
of these methods. Much of the implementation and follow-up of the 
modification program in the triadic model of intervention is dependent on 
the motivation, co-operation and actions of the parents. For example, 
reversal-to-baseline condition may not always be possible, for no other
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reasons than that the parents may be reluctant to re-establish in the 
child - even very temporarily - the very behaviour which they have wanted 
to eliminate for so long, or because they themselves have changed as the 
child lias changed and are no longer able to react to him in the way which 
was observed in the earlier condition. Furthermore, much of the data of 
the investigation is gained through parental observations, and is thus 
subject to their ability to discriminate objectively and their willing­
ness to consistently undertake the task.
It is very likely that some of the criticisms of studies involving the 
training of parents in behaviour modification are warranted on the 
grounds of poor preparation and execution. But the possibility that 
areas of persistent criticism may also identify subtle problems in 
implementing and evaluating an intervention program in the natural 
environment should not be overlooked. Such important problems of 
applied psychology in this endeavour will be considered in Part IV, after 
examining in Part III, the training of parents in Canberra as behaviour 
therapists for their own children.
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PART III: PARENT TRAINING SCHEMES IN THE CHILD AND FAMILY GUIDANCE
SERVICE (A.C.T. PSYCHIATRIC SERVICES)
During the course of his 1975 practicum with the Child and Family 
Guidance Service, the writer was able to observe two schemes involving 
the training of parents in contingency management within their own 
families. One of these - the Introductory Group - had operated since 
1969, whilst the other - the Pre-School Parents Group - was a more recent 
development of the early seventies.
Historical background
The Canberra Child Guidance Clinic was established in 1966, its initial 
operations being conducted along fairly conventional lines of mental 
health care involving psychometric evaluation of the child, examination 
of social history, psychiatric consultation and disposal. However, 
various innovations were tried early in the clinic's history, some of 
these being the use of experimental intake and treatment groups as well 
as the treatment of families as units (McKenzie, 1969). Despite a 
gradual increase in staff establishment, the demand for services 
increased to the point where client attendance was adversely affected by 
the waiting time for first appointments and subsequent psychiatric 
consultation - the former sometimes exceeding a period of twelve months 
from the time of initial contact with the clinic (Beharell et al., 1970).
Following the appointment of Dr. B.L. Hennessy as Director of Psychiatry 
in 1968, and his advocacy of the community model of mental health care, 
further developments occurred which were aimed at reducing the difficult­
ies encountered and extending the efficacy of the clinic's services.
These included an increased level of staff recruitment, reorganization of 
the child and family guidance service on a regional basis, an emphasis on 
short-term therapy techniques, and the use of groups involving six family 
units and the professional team (the Introductory Group) in the prelimin­
ary and exploratory stages of client contact (Regan and Roberts, 1972). 
Perceiving the need, a few years later, to engage more deeply in 
preventative community mental health, the clinic extended its operations 
beyond that of a referral-treatment service and initiated the Pre-School 
Parents Group as a form of parent education in child management.
52
Thus both schemes were derived from the professional pressures and 
therapeutic notions which have been presented earlier in this essay, but 
each has maintained a different orientation in moving toward the goal of 
training parents as behaviour change agents. As exemplified in 1975, the 
Introductory Group was largely concerned with the training of parents 
from individual families to act as home-based co-therapists in the 
modification of some existing problem(s) in the child’s behaviour (and 
family functioning). On the other hand, the Pre-School Parents Group did 
not focus on the treatment of referred problem behaviours, but primarily 
sought to educate parents generally in the principles of effective 
contingency management by way of group discussion and assignments.
A more detailed description of the policy and procedures involved in each 
scheme is given below.
The Introductory Group
General Description
The Intro-Group operates as the main counselling and treatment intake 
source within the Child and Family Guidance Service for parents who 
present with problems concerning their children. The focus of attention 
is on existing behavioural difficulties and the guiding or helping of the 
parents to rectify these. In the course of dealing with the specific 
problem behaviours, parents learn various principles and techniques which 
are immediately useful and relevant, although it is hoped that their 
learning will generalize to other behavioural situations, both present 
and future. Nevertheless, while it is true to say that parent training- 
under this scheme has the secondary aim of teaching management skills 
which will prevent the development of future problem behaviours in their 
children, the primary goal is the alleviation of the existing disruptive 
situation which has brought the family to the Service. Thus, preference 
is given in the Intro-Group to short-teim crisis help, with the under­
standing that more extensive assessment and help will be available later 
if this is not sufficient.
Clients gain access to the Service from a number of sources such as self­
referrals (parents), teachers, educational consultants, community health 
workers, family doctors, medical specialists and other professional
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agencies. As far as possible, all referrals are processed through Intro- 
Group. The only exemptions are:
(1) parents who are incapable of participation on account of some 
communication defect, such as some migrants, or some socio­
culturally disadvantaged or physically impaired people;
(2) those for whom travelling distance precludes ready attendance;
(3) families whose presenting problems are of the type where adverse 
consequences might outweigh any benefits from Intro-Group 
participation (e.g. certain sexual misadventures);
(4) obvious crisis cases that demand immediate and individual attention.
As a result of this policy, Intro-Groups are characterized by variability, 
liiere is a wide range of presenting child problem behaviours, of parent 
attitudes and personalities, and of socio-economic and cultural back­
grounds. Although the behavioural problems are commonly those which could 
be described as "normal developmental difficulties" in childhood and 
adolescence, they are not confined to these and include those which are 
seen in more severely disturbed individuals and families, as well as 
various behavioural problems arising from (or associated with) physical 
dysfunctions, and some vliich involve legal aspects. In view of this 
diversity, and in order to maximize the effects of available resources, 
cases are presented to a multi-disciplinary group of staff which includes 
psychologists, psychiatrists, social workers and speech therapists.
Other specialist professional persons may also be consulted in appropriate 
cases.
The Intro-Group scheme proceeds initially from a group context involving 
as many as seven families and the whole staff, to the subsequent training 
of parents from individual families as co-therapists by one of the 
professional workers. The initial meeting of two and a half hours is the 
only time during which all persons meet together - by far the greater 
part of the intervention program being conducted subsequently on the basis 
of one or perhaps two clinical workers assisting each family. There are 
various advantages, however, in assembling together at the start. The 
staff are able to achieve significant economies in time and effort, and 
optimal pooling of ideas and resources, by being together as a multi­
disciplinary team during case presentation and work-up. The grouping of
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several families also enables the (staff) leader to operate more 
efficiently in explaining the clinic’s alms, and in "desensitizing” 
some of the fears and defenses which parents often have about family 
problems and the seeking of professional assistance for them. 
Additionally, parents, after hearing of the problems of other families, 
are able to share their ideas and experiences, and to evaluate their own 
situation more realistically.
Organization
Procedurally, the Intro-Group meeting begins with a short staff 
consultation in which relevant details from the admission of each 
referral are presented. After brief discussion of the pertinent issues 
in each case, one of the staff is allocated to the case on the basis of 
expressed interest or particular expertise. Of the staff who remain, 
others are assigned to concentrate on observing one particular parent 
set during the forthcoming group meeting. During this time, the families 
have been assembling elsewhere and completing symptom check-lists, data 
sheets and authorizations. A meeting of staff and parents then follows. 
(For the duration of this meeting the children are separated into two age 
groups and are cared for in other rooms by staff members who have 
attended the previous case presentations. Wherever necessary, relevant 
observations of behaviour are made as the children interact with each 
other in play and activity groups). Some time is spent by the leader in 
giving an introductory talk about the clinic's aims and philosophy and 
the common difficulties and problems in learning to live in families. 
Apart from its educational value, the talk is designed to create a 
supportive and nurturant climate in which the parents will feel able to 
discuss the present family troubles. At an appropriate time each parent 
is invited to present their reasons for referral, and other parents and 
staff are encouraged to share experiences and to make facilitative 
contributions.
Following this meeting, the parents rejoin their children and a brief 
staff meeting ensues in which the observations and ideas of staff from 
both parent and child groups are integrated. Lines of inquiry and 
investigation are suggested, and any necessary adjustments made in staff 
allocation. Assigned individual workers then meet with the appropriate
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families and conduct interviews in which the presenting problems are 
explored in more detail.
At the conclusion of these interviews the families leave, all further 
contacts with them being made on an individual basis. A final staff 
meeting is held in which a succinct report is made of the major features 
and presenting problems perceived in each case, and the intended future 
action is presented for, or devised after, discussion. In many instances 
simple advice or informal strategies may suffice to solve the presenting 
problems, but in others the problem may be sufficiently complex or 
entrenched as to warrant behavioural analysis and therapy.
Analysis of the problem behaviour (s)
As stated previously, apart from the initial case work-up in the 
group situation, the intervention program proceeds with one or two clinical 
worker(s) acting as consultant(s) to the parents of an individual family. 
While the particular approach used to involve the parents as co-therapists, 
and to institute the program for modification of the problem behaviour, 
will be unique to each case, it is possible to describe the broad guide­
lines which are followed in this form of intervention. It should be 
pointed out that various approaches are used by different v/orkers - e.g. 
family therapy, psychodynamic theory, behaviour therapy - depending on 
the individual's expertise and background. However, there has been a 
recent, expanding interest in the behaviourist approach, particularly 
among the psychologists and social workers, and this approach is being 
considered here.
Clearly, the initial task for the psychologist is to determine the 
presenting behavioural problemCs) - usually the child's behaviours under 
certain conditions. Because most parents are not accustomed to speaking 
in specific terms about behaviour (often preferring evaluative statements 
which describe their own reactions rather than the specific behaviour 
itself) and many lack observational skills that are pre-requisites to a 
clear identification of the responses (and contingencies involved), the 
initial inquiry focuses on helping the parents to make an adequate 
definition of the problem behaviours and the circumstances under which 
they occur. The interview7 guide-lines proposed by Holland (1970) may be
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used, whereby the parents’ general description of problem behaviour is 
progressively refined to the point where their complaints are redefined 
in terms of a number of discrete, identifiable and measurable behaviours 
which occur or fail to occur in specific situations. Supplementary 
assistance in this task is gained from the use of behavioural checklists 
(e.g. the Home Behaviour Checklist (Wähler and Cormier, 1970;) Fear 
Survey Schedule (IVolpe and Lang, 1964) ), which the parents are requested 
to complete.
In cases where the behavioural approach to child treatment is followed 
by the clinical worker, once the child’s problem behaviours have been 
defined in behaviourally specific terms, the parents are asked to select 
one or a few target behaviours which are to be given priority of analysis 
and management. In order to increase the probability of initial success, 
parents are often encouraged to select as initial targets those behaviours 
which lend themselves to simple reinforcement and time-out procedures.
It has been observed that early success increases the motivation of the 
parents to treat more complicated behaviours later on. In all cases, 
however, the parents themselves select the behaviours which become the 
target for intervention. In addition to the undesirable target behaviours 
which they wish to eliminate, the parents are also requested to specify 
alternative, desirable responses as replacements in their child’s 
behaviour.
The parents and psychologist then jointly devise a monitoring plan by 
means of which a baseline of the frequency and/or duration of the target 
behaviour over a specified period can be established. If the probability 
for the occurrence of the behaviour is relatively low (as in cases of 
enuresis) every observed event is counted. If the probability is high, 
the behaviour is counted only during a specified time period each day 
(time-sampling). As well as being instructed in observational skills, 
the parents are also taught to graph the data collected. The baseline 
measures obviously make it possible for both psychologist and parent to 
evaluate the severity of the current behaviour and the degree of the 
child's behavioural change as treatment progresses. Apart from the 
motivational benefits which accrue for the parents in having evidence of 
these changes, the initial period of data gathering is also useful in
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teaching them to attend more accurately to their child’s behaviour.
During the period in which the parents are gathering these data, the 
psychologist concerns himself with identifying the possible controlling 
conditions for the target behaviour. It is these conditions, evident in 
the discriminative stimuli directly preceding or following behaviour, that 
either maintain problem behaviour or, by some deficit in their operation, 
fail to sustain desirable responses. It is a central point of importance 
in the behaviourist approach that these controlling contingencies must be 
determined empirically for each case. Problem behaviours may be 
identical in form, but have different controlling conditions; similarly, 
those that are different in form may have similar or identical controll­
ing conditions. Precise identification of these maintaining conditions 
is essential since this knowledge vitally effects the design of the 
modification program. In order to make this functional analysis, the 
psychologist may make a series of observational visits to the home at a 
time when the critical persons will be present and the problem 
behaviour is likely to be manifested. The data may be obtained through 
various observational techniques (Bijou et al., 1969), and are usefully 
supplemented by having the parents keep a diary of the occasions in 
which the child’s problem behaviour occurred, noting the actions of those 
who were involved in what happened, in what led up to the incident and in 
the events which followed. As with the earlier training in observation 
for the purpose of behaviour counting, this task teaches the parents to 
pay closer attention to the events within their family, and alerts them 
to the influences of antecedent and consequent events in controlling the 
behaviour of the family members.
Having established the necessary baselines and made a functional analysis 
of the contingencies involved, the psychologist must finally determine 
what environmental resources may be used in the program for the 
modification of the problem behaviour. Primarily this involves 
identifying - for both parents and child - suitable reinforcers through 
which to shape and sustain new behaviours, and the identification of 
favourable conditions in which the program may be implemented. Reinforce­
ment survey forms have been developed for the former purpose which are 
suitable for children (Tharp and Wetzel, 1969) and adults (Cautela and
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Kastenbaum, 1967). Additionally, verbal inquiry of each person’s 
preferences, and observation of his favoured activities, assist in the 
formulation of a "menu” of reinforcers which can be used effectively as 
outcomes for desired responses. It is also necessary to ensure that 
certain conditions are suitable in the home situation for the intended 
program to operate efficiently. For example, if the use of the time-out 
technique is envisaged, it is necessary to have available an appropriately 
neutral setting.
Intervention and parent training
With the accumulation of the data from the baseline count, the 
functional analyses and the resources survey, the psychologist is in a 
position to devise an appropriate program for intervention. There are 
two aspects of this program: (1) the choice of behaviour modification
techniques which are suited to the alteration of the target behaviour, 
and their formulation into a coherent plan for intervention; (2) the 
education of the parents in general principles of contingency management 
and their training in the implementation of the specific program.
Several classes of criteria might be used by the psychologist in 
selecting from the wide range of behaviour modification techniques which 
are available. Firstly, whether the problem behaviour falls in the 
general area of operant behaviour, respondent behaviour, or a combination 
of the two. Secondly, the objectives of the intervention program. For 
example, some techniques apply mainly to acquisition of responses, others 
to strengthening and maintenance, others to weakening and elimination. 
Thirdly, the current social situation and availability of resources in 
the treatment environment will further shape the decisions about which 
methods to include. Such factors as geographical accessibility, 
co-operativeness of parents, the family time-table and preferred forms of 
reinforcement will be influential. Obviously, the strategies which the 
psychologist chooses to follow are also a function of his own sophistica­
tion in the appropriate literature on the theory and practice of 
behaviour modification and his imagination and ingenuity. For each case 
it is unlikely that there will be only one appropriate or best set of 
procedures to use. What is important is to select ones which are 
effective, and able to be used by the parents with facility in modifying
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antecedent and consequent conditions so as to improve the performance of 
desirable behaviours and decrease the performance of less desirable ones.
The education and training of the parents includes reading, discussion 
and exercises from a small primer on child management principles (Jones, 
1975a) or other similar publications, many of which are available in 
programmed textbook form (e.g. Smith and Smith, 1966; Patterson and 
Gullion, 1968; Becker, 1969). These publications outline the concepts 
and principles of social learning theory in concrete and easily 
comprehended terms. Through gradual, systematic development of ideas and 
the prolific use of examples from everyday life, parents are trained in 
the application of such principles and procedures as increased consistency 
in parental behaviour, the use of rules to provide increased consistency, 
guidelines for selecting, formulating and enforcing rules, the shaping of 
behaviour by successive approximations and the use of differential 
reinforcement.
Most frequently, the psychologist supplies the parents with this material 
in the early stages of his contact with them. Progression is made on the 
basis of home study, with discussion of the material occurring during 
each of the psychologist’s home visits. Particular attention is paid to 
the search for ideas and ways in which the principles might be applied in 
the family life to improve general parent-child interaction. Mien 
situations arise in which the parents think the principle is difficult or 
impossible to implement and/or enforce, the psychologist may employ more 
practical methods of parent training and demonstrate appropriate 
behaviour through such techniques as modelling and role playing. These 
same techniques are particularly useful when the psychologist considers 
that a parent's understanding of a principle is not matched with 
appropriate skilfulness in its application. For example, in applying 
reinforcement and time-out, many parents tend to praise with too little 
enthusiasm, and to isolate the child with too much emotional display or 
inconsistency, for the procedures to be maximally effective. Providing 
an example to the parent of effective action, and then engaging in 
guided practice and specific feedback, helps to modify the parents’ 
behaviour in the desired direction.
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By the time that the psychologist is ready to begin the treatment 
program it is usually possible for the parents to recognize and under­
stand the principles which structure the program for the management of 
the child’s target behaviour. Discussion of the program reinforces 
this conceptual learning, but it may also be deemed wise to give the 
parents practice in the actual execution of the program. Behavioural 
rehearsal in simulated situations may be used in the home to assist 
parents in implementing specifically required responses such as 
ignoring situations that they could not ignore previously, setting limits 
to the target behaviour, and establishing new reward and time-out 
procedures. Similarly, the parents might be assisted in developing these 
skills in the early part of program implementation by the psychologist 
being present in the home and unobtrusively prompting and cueing their 
actions.
Parents are requested to continue their counting and graphing of the 
target behaviour throughout the intervention phase. When there is 
evidence that the goal concerning the target behaviour has been achieved, 
a temporary reversion to the previous reinforcement contingencies is 
introduced in order to verify the treatment variables as being the 
source of therapeutic influence. Following this, the program is 
reinstated and the schedules of reinforcement, the reinforcers them­
selves, and the psychologist’s assistance are ’faded’ progressively to 
allow the child’s new behaviours to operate under ’normal’ social 
circumstances in his family.
Summary
Thus, the Intro-Group approach to parent training has certain 
distinctive features. The parents’ education in the principles of child 
management and their training in the development of parenting skills 
revolves around the treatment of an existing problem in their child’s 
behaviour. The program of intervention for dealing with this behaviour 
is designed by the psychologist but is administered by the parents as 
co-therapists. Throughout the case, emphasis is placed on helping the 
parents to achieve a sufficient level of conceptual understanding and 
practical skill for them to operate as the clinician’s colleagues or 
collaborators, rather than as his pupils, in dealing with current
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behavioural difficulties and averting future ones. Both the training of 
the parents and the treatment of the problem behaviour are preferably 
undertaken in the home environment rather than in settings remote from 
the scene of normal family interaction. Whereas the scheme initially 
involves a group of parents with troublesome children, the major part of 
the training involves consultation with individual families. Emphasis is 
placed on short-term therapy, to promote the idea that successful inter­
vention lies in the hands of the family and its resources, rather than 
in the expertise of the clinical worker.
The Pre-School Parents’ Group
General Description
The more recently started Pre-School Parents'Group scheme, whilst 
sharing with the Intro-Group the same goals of parent education and 
preventative mental health, contrasts significantly in its method and 
setting for parent training. Essentially, this is a group-oriented 
schone, of contracted, short-term duration, which - within the syllabus 
framework - proceeds by a non-directive exploration of the course 
content and its application in daily life. It is a course of education 
in a few general principles of child management and seeks to introduce 
parents to some potentially useful ideas for coping with common problems 
of pre-school children. Although parents are encouraged to apply their 
learning to current behavioural difficulties which their children might 
be experiencing, the children are not seen and home visits are not made 
by professional staff. The scheme is not intended to accept or promote 
the individual case, but, through group discussion and participation, to 
increase parent effectiveness by supporting and encouraging them to 
assimilate basic child management principles and to begin active problem 
solution in their relations with children, in the hope that they may 
continue to build on this experience in the future.
Organization and content of the program
Access to the scheme is available to any interested parent, and 
although both parents from each family are encouraged to attend, this is 
not a pre-requisite. (Attendance of only one parent from each family 
occurs most frequently - usually the mother). Weekly meetings are held
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for one and a half hours at night for a period of five weeks, and groups 
are restricted to eight parents, a leader and co-leader. At the end of 
the first session - which is concerned mainly with allowing the particip­
ants to become familiar with each other, to lmibituate to the group and 
share their experiences, concerns and problems in coping with pre-school 
children - group members are informed of the scope and aims of the 
program, and are asked to give a written commitment to attend all 
subsequent sessions should they wish to continue. Those who affirm this 
decision are then issued with a simple text on child management (Jones, 
1975a, or Smith and Smith, 1966) which becomes one of the major resources 
for discussion and development in the course.
The main focus of discussion in the remaining sessions is on the formul­
ation and implementation of adequate rules for child behaviour in each 
family. The group leader guides the parents’ discussion of the textbook 
criteria for good rules and invites each parent to propose rules which are 
relevant to problem behaviours in their own children. Each of these 
rules is critically analyzed by the group and members assist each other 
to evolve satisfactory statements. Parents then discuss the problems 
and procedures for implementing the respective rules in their homes and 
put the rules into practice in the week following the third session. At 
the remaining meetings they are encouraged to give feedback and to share 
their experiences in rule enforcement, and to draw on the resources 
available - individual and group ideas, and the textbook materials - in 
handling any difficulties or problems which arise.
Philosophy of the program
In the course of these meetings far more is discussed than mere 
rule formation and enforcement. It becomes quickly apparent to the 
participants that many principles of child management are associated with 
this central topic. It is an important part of the philosophy of this 
scheme of parent training that, as questions and issues arise, the 
participants are encouraged to search their own resources for useful 
ideas for problem solution rather than to depend upon the leader for 
answers. The leader’s role in promoting the parents’ self-help in active 
problem exploration is -
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... to relate in a facilitatiye, constructive fashion 
with the group members, along the lines set down by 
Carkhuff (1973). Essentially he responds with close, 
thoughtful attention to the communications and 
behaviours of the group members. He is able to reflect 
constructively contributions back to the contributor 
and the group in general. He imposes little prejudice 
and is optimally accepting of the participants and 
their contribution.
(He needs) an ability to set limits gracefully, to 
keep the group within its frame of reference and to 
encourage the participants to follow through with the 
program recommendations, whilst leaving responsibility 
with each individual participant as to whether he or 
she does indeed do as recommended.
(Jones, 1975b)
To some extent the approach is a non-directive one, designed to encourage 
parents to think about their relationships with their children and to 
explore and evaluate, through reading and discussion, methods of child 
management which are compatible with their own hopes and ideals. This 
non-directive element is not intended to facilitate each parent’s self- 
exploration as a person, nor to permit completely free-ranging 
discussion. It is used to allow the participants to explore issues 
within the explicit framework of the course in a personally meaningful 
way.
The advantages of using the group context in such endeavours as training, 
therapy and attitude change are well known. The group experience reveals 
that other parents have similar problems and provides each participant 
with a much larger range of ideas and examples to draw upon in the face 
of existing and new problems. In schemes involving individual training, 
clients usually have direct experience with only those behaviours which 
they are working on and the examples provided by the psychologist. In 
the group, each set of parents not only has its own experiences, but also 
becomes intimately involved in the assessment, planning and execution of 
change procedures for all the other parents in the group. Theoretically, 
this added experience should strongly facilitate the discrimination and 
learning of important principles and their transfer to new situations. 
Also, parents in groups are able to provide additional sources of social 
reinforcement for each other’s attempts and achievements at all points in 
the program.
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But in addition to the group setting giving parents a wider exposure to 
child behaviours and an extensive exchange of ideas for child management, 
it also provides many models of the ways in which inter-personal 
relationships might be conducted. These are not just confined to the 
manifest behaviours of the participants or to their narrative accounts, 
but also include the way in which the group itself operates. In 
supplying a realistic, functioning model of how problems might be 
discussed and solutions sought, the group operation acts as a powerful 
example for the interactions of parents with their children.
Summary
The Pre-School Parents Group is, by design, a parent education 
scheme of modest scope. It recognizes that in five scheduled sessions 
it can only introduce ideas, initiate the practice of effective parenting 
skills, and stimulate thinking. But as well as exposing the parents to 
useful ideas and practices, it endeavours to facilitate the parents’ 
appreciation of their problems with their children such that they may 
seek more appropriate assistance (for example, from a specialist or 
agency) should the program prove insufficient to meet their needs.
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PART IV: PROBLEMS IN PARENT TRAINING
At first sight, it seems possible to describe the treatment of (non­
medical) child behaviour problems through the training of parents as 
behaviour therapists with a simple two-step paradigm. Basically it 
is argued that children in many cases, behave as they do because of 
the pay-off which such behaviours obtain from the environment. Children 
adopt those behaviours which are maximally effective in producing 
social and physical reinforcement from the members of their immediate 
communities. By this process, troublesome as well as acceptable 
responses are shaped and supported by reinforcement contingencies in 
the social environment. Treatment of these disruptive and deviant 
behaviours would therefore appear to be a relatively straight-forward 
matter, involving the processes of (1) behavioural analysis and 
(2) reprogramming of reinforcement contingencies which were discussed 
in Part III.
Unfortunately, there is a deceptive simplicity in this model. Real 
life situations are frequently more complicated than psychological 
generalities, and the application of the model in the actual family 
situation meets several difficulties. Broadly speaking, many of these 
problems stem from the effort to induce broad changes in behaviour 
while working within fairly narrow stimulus contexts such as specific 
sub-settings in the home. Others arise out of the inevitable lack of 
control which faces the applied psychologist working with human beings 
whose motivations may vary capriciously or whose capacities to under­
stand and consistently follow instructions may be insufficient.
Further problems of a technological kind also seem to remain to hamper 
behaviour modification attempts in family settings.
Perhaps the most meaningful way to consider these problems in applying 
operant principles and social learning theory for therapeutic purposes 
in the family environment, is to examine the difficulties which arise 
in attempting to fulfil the three basic goals of the therapeutic 
process. The fundamental purpose of any psychotherapeutic endeavour 
is to (1) produce adaptive behaviour change in the client. The real 
effectiveness of the therapeutic process becomes evident, howrever, in 
the (2) generality and (3) durability of the change, rather than in
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its mere occurrence. The following sections will deal with problems 
in effecting, maintaining and generalizing behaviour changes in 
parents and children, which have been perceived in attempts to train 
parents as behaviour therapists for their children in the course of 
this practicum.
PRODUCING BEHAVIOUR CHANGE
One of the most vital factors in producing change in an individual’s 
or family's behaviour by the techniques being considered here is that 
of the willingness of those concerned to accept and implement a 
restructuring of their social environment. The success of even the 
most adequately conceived program for treating child behaviour 
problems through the training of parents ultimately depends on the 
motivation of the parents to begin and sustain the program. Both of 
these aspects of motivation will be discussed in the following section 
on maintaining changes of behaviour, and attention will be confined in 
this section to other problems which have been encountered in produc­
ing behaviour changes. It is realized that, to a certain extent, 
this creates an unfortunate separation of one problem area from 
another. It is not intended to imply that such a distinction exists 
in practice, for many of the seemingly "technical” problems which will 
be considered in this section - for example, the reliability of 
observations made in the home - have partly achieved the status of 
being a "problem" through the subtle influence of parental 
motivation.
The difficulties which have been encountered at the stage of producing 
behavioural change during this practicum have been mainly concerned 
with problems of (1) measuring, and later demonstrating, the existence 
of relationships between events of interest within the family, and 
(2) "getting the idea across" to parents. The stage of "producing 
change" is defined as that period which is terminated by the parents' 
successful modification of the originally selected target behaviour.
(a) Observation of behaviour within the home, and the use of parents 
as observers.
One of the particular strengths of the behaviour modification
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approach is its anphasis on the use of the scientific method as the 
basis for the treatment of behaviour problems. In applying this 
method,the psychologist should combine psychological knowledge with 
current observations of his client to form testable treatment 
hypotheses. Experimental testing of these hypotheses should then lead 
to data and understanding which either provide the basis for the design 
and execution of a treatment program, or to the reformulation of the 
hypotheses. A clear starting point in this process is the observation 
of the subject’s behaviour in relation to its natural setting. In 
cases involving disruptive child behaviour in the family, this might 
be done by either sending trained observers into the home, or by using 
the parents as observers. Each of these methods is not without its 
deficiencies and advantages, and both are beset by the further problem 
of gaining an adequate sample of the child’s behaviour in the face of 
variability of that behaviour over time, even when observed in the same 
physical setting.
The advantages of using observers who are indigenous to the child’s 
environment (possibly including the child himself) are fairly clear. 
These are the people who will be intimately involved in implementing 
the new reinforcement contingencies, and their awareness of the current 
behaviour and relationships is necessary in order to introduce change. 
In addition, by learning to observe the actions of their child 
accurately and objectively, there is the possibility that parents will 
also become analysts of their own behaviour and come to perceive tbie 
effects of their actions in shaping and maintaining the child’s 
disruptive responses. Whereas some parents undertake observational 
tasks with a facility that produces an ’’intervention effect” of its 
own, it has also been a relatively common experience to find that other 
parents have considerable difficulty in fulfilling the requirements of 
collecting accurate observational data. Often the difficulty seems at 
first sight to be one of inconsistency in executing the task daily, or 
at the pre-arranged times and settings. For these parents, it requires 
daily telephone calls or visits by the psychologist to prompt the 
behaviour and to reinforce it if it has occurred. But while admitting 
that the continued observation of their child’s noxious behaviour is 
an aversive experience for most parents and that some reinforcement is
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necessary to shape and sustain their actions, the problem seems to be 
more than a motivational one. Many of the parents who seek assistance 
in child management do not appear to be careful observers of their own 
or their child’s behaviour in the first place. In addition, the 
language that they use to describe behaviour is vague and diffuse.
Fairly commonly, parents in problem families initially provide global, 
evaluative summaries of their child's behaviour, maximizing a few ill- 
defined complaints, rather than giving a specific account of the 
disruptive actions. The impression is left that they spend surprisingly 
little time each day noting what it is that the child actually does, 
and have considerable difficulty in altering their ways. One of the 
immediate tasks becomes that of attuning the parents' attention to the 
relationship between specific response events and their consequences 
in the family environment. Careful observation is a skill which must 
be taught to, but is not always easily learnt by, those who wish to 
become effective child managers. In some cases, therefore, the 
clinical worker needs to spend an extensive amount of time in assisting 
the parents to relinquish a perceptual stance characterized by pre­
judgement and inadequate scanning, and to adopt a more objective view.
Difficulties in parents learning the skill of accurate observation lead 
the consulting psychologist into a dilemma. Without sound knowledge of 
the antecedents to, and consequences of, the child’s problem 
behaviours, and lacking reliable measures of the frequency of these 
actions, it is impossible to plan valid changes in reinforcement 
contingencies and to gauge the effects of the treatment variables. On 
the other hand, if lengthy periods are spent in training the parents 
to an assured level of observational competence, the possibility 
arises of a conflict developing between their perceptions, and 
expectations, of progress in dealing with the child’s disruptive 
behaviours, leading to a decline in motivation and involvement. This 
dilemma is intensified by the clinician’s aim of teaching the parents 
generalizable skills of child management which they can apply to later 
situations without supervision. To proceed without the parents having 
attained an adequate level of skill is to achieve, at best, a limited 
and transient therapeutic benefit. Essentially, the psychologist 
finds himself embroiled within the competing demands of scientific
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rigour, therapeutic aims and client motivation. A prolonged attempt 
to develop competent observational skills in the parents runs the risk 
of a significant loss of their rapport. To continue without adequate 
observation is to produce a situation where intervention becomes 
intuitive and insightful. There are few guidelines for the psychologist 
here, other than his own value system. Such a dilemma can only be 
partly resolved through the use of other observational methods (such as 
the use of trained observers who will provide the required data, but 
not the pertinent change in the parents’ perceptual habits), and 
certainly points to the importance of the psychologist shaping the 
parents' expectations of progress before treatment begins.
Another problem of observation which exists independently, but can also 
be accentuated by the dilemma mentioned above, is that of behaviour 
sampling. Patterson (1972) has indicated how observation data collected 
within the home demonstrate that the rate with which a child's noxious 
behaviours occur is highly variable. Variability is the rule, even when 
sampling the same child in the same physical settings over time. These 
variations in rate are assumed to reflect covariations in the rates 
with which the controlling stimuli are presented. Hence, the first 
problem encountered is that of identifying the controlling stimuli for 
the child's behaviour. The data necessary for such analyses are based 
upon 'in situ’ observations describing the sequential dependencies 
holding between the behaviours exhibited by those of the child and the 
family members. The functional analysis of the stimuli controlling 
changes in behaviour has direct implications for intervention and 
prevention and is as important as the data gained on the frequency 
of target responses. By using information about stimulus control, the 
clinician is able to focus specifically on altering the behaviour of 
the family agents who set the occasion for the child's troublesome 
behaviour in the first place. But because of the variability 
involved, a representative sample of the relationships between environ­
mental events and child behaviours can only be gained by extended 
observation sessions over a number of days.
It is little short of devastating for the practising psychologist who 
is keenly aware of the need to sustain parents' motivation and to 
utilize methods which maximize the number of clients who will benefit
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from his efforts in a given time, to find that many known research 
workers in this area (e.g. Patterson, 1972; Johnson and Bolstad, 1973; 
O’Leary and Kent, 1973) recommend that observation sessions should 
be conducted, with all family members present, for 45 minutes per day 
for up to three weeks! And in order to achieve a significant level of 
reliability, data should be gathered by a team of at least two 
observers! It would be safe to assert that few, if any, workers in the 
mental health services in Australia would have the resources of time 
and manpower to carry out such elegant data gathering, even if they 
were able to keep the parents on side with explanations of why it wras 
necessary. Again, one is confronted with the antithesis of scientific 
and daily demands in clinical work, and is inclined to adq^t a healthy 
scepticism about the similarities between the conditions and resources 
of behavioural research and clinical practice. There is little doubt 
that research in child behaviour modification has produced a wide 
range of techniques for observation and management which are well 
adapted to naturalistic settings, but which tend to be vitiated by the 
differences in logistics -  in manpower and work distribution - which 
exist between the research institute and the community clinic. Until 
techniques are developed which not only satisfy the prescriptions of 
science but are also congruent with the peculiar demands made on the 
applied psychologist, his attempts to produce behaviour change are 
likely to be characterized by a scientific approach tempered by the 
art of intelligent compromise.
As has been stated earlier, one way of overcoming deficiencies in the 
observational skills of parents is to employ trained observers to 
gather the necessary data in the home setting. Until such time, 
however, as clinics in Australia are provided with an establishment 
of sub-professional personnel with such skills, (as appears to be 
happening in parts of America (Wähler and Erickson, 1969) ), this task 
is likely to be undertaken by the consultant psychologist - by himself. 
Immediately, the problem of the reliability of observation becomes 
highly pertinent. There is a large body of research evidence which 
suggests that the process of observation is subject to various sources 
of bias and distortion which are certainly potentially great for a 
lone, case-informed observer such as the psychologist in the home of
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liis client. In his classical article, Rosenthal (1963) presented 
evidence from his investigations on. the influence of the experimenter’s 
expectations on his psychological research, which suggested that the 
experimenter's knowledge of the hypothesis could serve as an unintended 
source of variance in the experimental results. These findings have 
been subsequently confirmed with the use of observers in non-laboratory 
settings such as the classroom (Rosenthal and Jacobsen, 1966). Scott 
et al. (1967) extended this research to a comparison of the simultaneous 
observations of the behaviour of a child and his peers by hypothesis- 
informed and uninformed observers. The results showed that the 
informed observers' data differed significantly from the others' in the 
direction of the experimenter's hypothesis. However, the observers 
used in this experiment were relatively untrained and the question 
remained whether professionals might not be less subject to these 
influences. Hamerlynck et al. (1973, p.35) report a study by Kass and 
O'Leary in which highly trained observers were used. The results 
indicate an interaction between the mean rate of recorded deviant 
behaviour and the expectations created by different rationales 
presented to the observers, which was significant at the .05 level. In 
a similar vein, Skindrud (1973) in researching the question of whether 
an observer's perceptions are distorted by knowing that a family has 
been identified as "deviant", concluded that "blind" observers are 
best: the less observers know about a situation, the less they are
likely to introduce bias into their observation.
This bias appears to operate in two possible directions. It is not 
just a case of observer error (resulting from his own perception being 
distorted by his expectancies) but of the effect which the observer 
has on the subject. That is, the observer may be able to communicate 
his expectations to the subject by non-verbal, expressive cues - such 
as by merely attending to the subject's actions, or by raising eyebrows 
or showing amusement or disapproval - and thereby influence the 
subject's behaviour. Recent work by Johnson and Lobitz (1974), Lobitz 
and Johnson (1975), indicates that parents of deviant and non-deviant 
children certainly are able to bias home-observation data by 
influencing their child's behaviour in socially desirable and 
undesirable directions. Thus, the child's behaviour might be 
influenced through the effect which the observer's presence has on the
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parents, as well as by his direct, but perhaps inadvertent effect on 
the child. Such reactive effects constitute a clear threat to 
generalizability in that an artificial increase or decrease in rate 
of behaviours of particular interest may be induced without the 
ob s erver’s awarenes s.
It is true to say that evidence about the effects of the observer's 
presence is equivocal as yet. For example, Patterson and Harris 
(1968) claim that family behaviour habituates to the presence of the 
observer after some time, whereas the work of White (1972) and those 
mentioned above suggests considerable reactive effects. Until more 
is known about the factors involved, the observations of a single, 
case-informed observer must be viewed with caution.
Another technical problem exists which might confound the work of 
observers in naturalistic settings - particularly the individual 
observer. Baer et al. (1968) have reported on the tendency for 
observers to "drift" away from the category definitions originally 
specified. Without the check of another, independent observer there 
would appear to be little control over the possible broadening or 
shrinking of the categories of behaviour into which an individual 
observer was allocating responses of interest, thereby producing a 
false account of response frequencies.
The implications of these various findings are clear. The clinical 
psychologist, forced into the situation of being consultant, observer, 
data analyst, scientist and clerk, is inevitably aware of the nature, 
purpose and (perhaps) expected results of home observation. There is 
considerable potential for unintentional distortion in his recording, 
and for him to influence the subjects to behave in ways which may 
increase or decrease the rate of responses of critical interest, 
thereby reducing the reliability and validity of his data.
These limitations, and the compromises which are forced by exigencies 
of time and manpower, may mean that the procedures of the applied 
psychologist will necessarily be less powerful and dependable than 
those of the research team. On the other hand, this does not 
necessarily mean that they will be insufficient for successful inter­
vention to occur. The lack of elegantly sampled data for functional
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analysis does not prevent the clinician from advancing hypotheses from 
the data that he has got about the behavioural relationships in the 
family, and subsequently testing these with an intervention program 
designed to modify these contingencies. The evidence from changes in 
the frequency, intensity or duration of the child's target behaviour 
will reflect the need, or otherwise, to substitute hypotheses and 
behaviour change strategies. Whereas this hints at the "give-it-a-go" 
approach to clinical intervention, it also demonstrates the power of 
the experimental-clinical method to deal with one of the major problems 
of the psychologist working in this area. It is worth noting that such 
tracking of relevant treatment variables is not encountered in traditional 
forms of child therapy.
(b) Demonstrating the effectiveness of the treatment program.
Wiiereas the research literature occasionally includes studies on 
the behaviour modification of children which have employed group designs, 
the procedures most commonly adopted have been those of the single- 
subject design advocated by Sidrnan (I960). In clinical practice this 
approach is almost invariably used because of the tendency for each 
referral to be given individual attention. In order to demonstrate in 
these idiographic studies that subsequent changes in the client's 
behaviour are, in fact, the result of manipulation of the independent 
variables (re-arranged reinforcement contingencies during treatment) 
and are not under the control of adventitious, extra-therapeutic factors, 
it is common to employ an ABAB design which reverses the reinforcement 
contingencies in the third phase back to those of the pre-treatment 
condition. Dramatic change in the rate of the target responses in the 
direction of earlier performance levels is assumed to be sufficient 
evidence of the effectiveness of the treatment program. The 'B' 
condition is then reinstated as the means of recovering and continuing 
the desired responses of the subject.
When using the natural mediators of reinforcement in the child's 
environment it is not always easy and possible to introduce a reversal 
of the contingencies; For many parents, the previous history of noxious 
behaviour has been so aversive that once the problem has been alleviated, 
they are quite satisfied that the disturbing conditions have been
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identified and corrected, and any re-establishment of the problem 
behaviours seems totally inappropriate within their frame of reference. 
Consequently, they show an understandable reluctance - if they do not 
openly refuse - to revert to circumstances which are basically 
punishing for them, and the clinician is usually not in a position to 
manipulate reinforcers which are powerful enough to overcome this 
aspect of their behaviour.
Even given their willingness to comply with experimental design 
requirements, not all parents are able to recover the prior conditions. 
If it is accepted that family behaviour reflects the operation of a 
system, this is not surprising. In the process of changing their 
child's behaviour it is inevitable that there will be alterations in 
the parents' own ways of reacting to, and stimulating, him. Parents 
sometimes say that their attitude to the child has changed so much that 
they cannot now perceive him or treat him in the manner which character­
ized their relationship before treatment commenced.
The problem of the feasibility of such contingency reversals is not 
just confined to the difficulty of obtaining parental consent or 
co-operation. Some cases, by the nature of the behaviours being 
treated in child and parents, produce such strong feelings of caution 
in the clinician that he is unlikely to deliberately reverse treatment 
procedures. Certain child behaviours - for example, physical 
aggression, stealing, truancy - seem to preclude the reinstatement of 
previous contingencies on ethical grounds. At other times the clinician 
may judge that the family's previous history of interaction has been so 
persistently maladaptive, and the new changes exist so tenuously, that 
reversion to the old system is likely to strengthen recidivism because 
of the inherent thinning of the schedules of reinforcement which it 
involves. It may seem preferable to the psychologist to accept the 
risk of uncertainty about the effectiveness of the independent 
variables rather than to place in jeopardy behaviour changes which 
have been difficult to achieve and may be all the more difficult to 
recover if subjected to a temporary extinction schedule.
Gelfand and Hartmann (1968) have suggested that where reversal is 
precluded by practical or ethical exingencies, a number of substitute
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techniques might be considered. These include the use of (1) yoked 
controls (which are hardly ever available in clinical practice),
(2) independently manipulating sub-units of target behaviour (which 
assumes that the problem behaviour can be validly subdivided, and seems 
a curious suggestion with behaviours such as aggression and stealing),
(3) altering the current reinforcement schedules for the target 
behaviours rather than reversing the contingencies completely (which 
may place the undesired target behaviours on even thinner and more 
intermittent schedules), and (4) using multiple baseline designs 
(which require more extensive observation of the family behaviour and 
intensifies the clinician's problems in that respect). Whereas it 
would be wrong to imply that these alternative techniques are Impossible 
or inappropriate in all difficult cases of reversal, the objections in 
parentheses do demonstrate that the realities of clinical practice may 
force the applied psychologist to proceed occasionally with a treatment 
program which appears to be successful but which is difficult to verify 
as the source of behavioural change.
(c) Getting the idea across.
It has not been uncommon to find that parents often have difficulty 
in introducing or continuing the program of behaviour change in their 
families. Such problems as using the time-out procedure as specified, 
ignoring inappropriate behaviour, providing correctly timed and adequate 
reinforcement for desired behaviour, and being consistent, often occur 
in the early stages of intervention. It might be expected that getting 
started would be a difficult time for the parents, but problems also 
frequently seem to occur in the later phases when success in changing
7. In this respect it is interesting to note a recent report by Forehand 
and Wells (1977) in which they suggest that there is a clear 
tendency for parents of deviant children to be trained to apply 
positive reinforcement for desired responses at a level in excess of 
that used by parents of 'normal' children. They do not mention, 
however, whether their data were gathered at early points in 
intervention programs (when behaviour shaping by continuous or high 
frequency reinforcement could be expected) or at a time when rein­
forcement schedules were being 'thinned' and 'faded' in the closing 
stages of intervention. In any case, their findings suggest that 
both a careful examination of parent-child interaction patterns in 
the "normal population", and a careful evaluation of treatment goals 
may be in order.
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the target behaviour has already become apparent to them. For example, 
as the use of the time-out procedure and non-social reinforcers bring 
the behaviour under parental control, parents are encouraged to begin 
fading out these procedures until the child’s behaviour is being 
maintained by positive social consequences on normal schedules to be 
found within the family. This latter step often proves to be extremely 
difficult in that the parents tend to take the adaptive behaviour for 
granted and "forget to reinforce it”. Again, this problem is partly a 
motivational one and that aspect will be discussed in the next section. 
But these difficulties also probably stem from the fact that the 
training requires behaviours which are different from the parents’ 
usual operating procedure and call for them to view behaviour from a 
different point of reference to their customary one. That is, there 
is the suggestion that failure to introduce or continue a significant 
part of the program might be an indication that the parents have not 
grasped the "idea" of the program, rather than it being a possible 
reflection on their motivation. If so, the problem could be seen 
largely as an educational one: one of knowing which methods of parent 
training are best suited to the ’’educational needs” of the individual 
parents. As was shown in Part II, the last few years have produced many 
research studies concerned with the efficacy of different methods of 
parent training. However, these reports have tended to evaluate the 
different methods on groups of parents (or at least on parents as a 
group, with the single and common identifying characteristic of having 
problem children). Hence, interest has really been in the effectiveness 
of the methods per se rather than in differences in effectiveness 
related to particular parent characteristics. The question remains 
whether there might not be some instructional techniques which are 
better suited to parents with certain idiosyncrasies and to particular 
problem behaviours. *
The feasibility of such a relationship can be demonstrated by considering 
why it is that some parents obtain an ’’intervention effect” merely 
after a general introduction to child management and some instruction in 
observation, whereas for many others additional training such as modell­
ing seems to be particularly valuable, or even necessary, in effecting 
rapid initial change in their behaviour. It is worth hypothesizing that
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a pertinent difference between such parents might exist in the rate at 
which each group displays the necessary adaptive responses in their own 
behaviour before training commences. In some parents it is clear that 
the desired responses for effective child management exist and are 
displayed at a 'normal* rate in their current behavioural repertoire, 
but the family's problem revolves around the inconsistent or inapprop­
riate timing of these responses. A reprogramming of these existing 
responses is sufficient to produce a marked changed in the child's 
behaviour. It might be expected that instruction in observing family 
behaviour, and then assistance in devising a more appropriate program of 
reinforcement contingencies would be effective in these cases.
On the other hand, in many parents the desired behaviours for effective 
child management seem to be non-existent or of very low probability.
Even when these behaviours can be evoked by instruction they are often 
quite ineffective. For example, the writer observed one mother during 
the course of his practicum, whose initial attempts as a social 
reinforcer (following didactic instruction) were very cold, stereotyped 
and filled with conflict between stated message and nonverbal conmunic- 
ation to her child. This woman was able to demonstrate an understanding 
of the principles of social learning theory and operant techniques (as 
described in a small primer on child management which constituted part 
of her training), but no real change occurred in her behaviour until 
modelling was introduced. It appeared that she could only put the ideas 
into practice after observation of concrete situations. A similar 
example can be seen in cases where the behaviour problem constitutes 
parental over-involvement with the child. Instruction to ignore the 
undesired behaviours may lead to the end of the verbal attention 
which has been partly maintaining the child's behaviour, but also to an 
intensification of nonverbal attention. "Acting deaf" seems to be a 
non-existent response in some parents, and instruction seems only to 
result in the perpetuation of ineffective behaviour until modelling is 
introduced.
The relatively high drop-out rate from the non-directive group approach 
which was described in Part III may also be indicative that this form 
of training is ineffective for some parents. There is little doubt
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that, for many people, the greater exposure to ideas, experiences and 
shared problems which is possible in the group setting is both a 
preferred and efficient way of learning. The non-directive exploration 
of behaviour problems and their management suits many parents for it 
fosters a high degree of personal relevance in each parent’s involve­
ment, provides an Important model and first-hand experience for them in 
the conduct of interpersonal relations, encourages self-help and the 
searching for ideas and methods which might be tried and evaluated, and 
promotes the development of individual responsibility. These are worthy 
goals and potentially powerful outcomes for the parents who respond to 
this approach. But the rate of withdrawal from these groups seems to 
suggest that many parents do not find this approach to be effective in 
fulfilling their needs and expectations. It may be that these parents 
respond better to more systematic procedures whicli are characterized 
by structure and precision, or that their training is best conducted on 
an individual basis.
The problems facing the applied psychologist which are being pointed 
out here are really the same problems which face any training enterprise. 
How does one determine which methods of training are going to be 
maximally effective in communicating the wherewithal needed for 
behaviour change in any given individual? These are knotty problems 
indeed, but while this approach to the treatment of child behaviour 
problems places such emphasis on the education of the parents, the 
development of knowledge about the differences in value of various 
training techniques for parents with particular characteristics or 
certain kinds of child behaviour problems seems worthy of central 
attention.
Basically, this issue reduces to questions about the most efficient 
way of getting the idea across to individual parents. But research into 
these questions should not lose sight of another aspect of efficiency, 
viz. the cost-benefit ratio in manpower-client terms. The evidence so 
far on whether it is more expensive for the professional worker to 
provide parent training on an individual or a group basis is equivocal. 
For example, Mira (1970) has claimed that contrary to general opinion 
it is more costly in terms of professional time to work with parents in 
groups than individually. Conversely, Rose (1974) states that even
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in small groups the cost in staff time per changed behaviour remains 
substantially less than individual or family treatment. With such 
rival claims it is not surprising tliat group schemes remain as a 
popular venture in the literature and in practice, and that the training 
of parents of individual families also continues. Perhaps this is 
because psychologists interested in this work perceive no adequate 
grounds for meaningful comparison in the studies just cited, or because 
they believe in the efficiency of either method, or because they see 
each approach as having specific values in certain circumstances. It 
is the latter two issues which are very salient ones and indicate the 
need for further research into the determination of the optimal 
characteristics for the utilization of the different approaches to 
parent training.
MAINTAINING BEHAVIOUR CHANGE
Two aspects of motivation present themselves as sources of possible 
problems in child management training: maintaining the motivation to
introduce changes into the family system in the early stages of 
intervention, and maintaining behavioural changes once they have 
occurred. In effect, both of these boil down to the one problem: that
of identifying and manipulating the reinforcers which will strengthen 
the responses being made by the parents which are appropriate at the 
current stage of intervention. For example, at the stage of producing 
behaviour change there may be some initial hesitancy or awkwardness by 
the parents which requires a gradual shaping of their actions toward 
the ultimate behavioural goal. The responses being strengthened at 
that time may differ - in frequency and intensity, if not in topography 
- from those which it is hoped will eventually persist, but the crucial 
problem at both stages is to locate and supply reinforcers which will 
maintain the current adaptive responses. It is important to remember 
that in the triadic model of intervention the success of the treatment 
program depends not only upon the specific management of contingencies 
for the child, but also upon the contingencies provided for the 
mediator.
It is generally assumed that parents are highly motivated to receive 
training inasmuch as they are the ones most directly affected (and
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punished) by their children’s disruptive activity. However, there 
is often resistance to the acceptance of many of the ideas and procedures 
that are central to the behaviour modification approach, and to the 
attempt to produce therapeutic change in general (Davison, 1973). For 
example, although stated belief in the principle that desired behaviour 
should be encouraged and rewarded is commonplace among parents, the 
underlying assumption that behaviour is controlled by contingencies, is 
one of the most difficult things to teach them. Too often, parents 
seem to take a child’s appropriate behaviour for granted, or to consider 
that he should act as required out of a sense of responsibility or love, 
rather than for rewards. Statements are often made which imply that 
reinforcement contingencies are seen by the parents as spoiling the 
child, weakening his character or making him dependent on bribes in 
order to produce compliant behaviour.
This notion that behaviour is controlled by reinforcement contingencies 
also carries with it a fairly clear statement that the parents are 
responsible for the child’s behaviour: his behaviour reflects the
contingencies supplied by the mediators in his environment. This 
message is one which may put the parents on the defensive, or conflict 
with strongly held folk views, for example, that the child was "bom 
that way” . These sorts of difficulties, combined with the delay in 
beginning "treatment" and the apparent scrutiny of the family which 
occurs during the observation phase, can easily produce a decline in 
parent motivation to continue in the program. Overcoming vacillating 
commitment at this stage, however, is a high priority task for the 
psychologist. If the program were to be attempted half-heartedly, it 
would not be enforced consistently, and whatever extinction procedures 
were necessary would not occur. Furthermore, if the parents were to 
abandon the program at the point where the child was testing it most 
severely, they would probably terminate with the maladaptive behaviour 
at a higher level and even more resistant to change than before.
It is imperative, therefore, that similar principles be applied in 
producing behaviour change in the parents as are followed in dealing 
with the child. Prompting, shaping behaviour in small, progressive 
steps, and the timely delivery of effective reinforcement are vital 
elements in maintaining their motivation and participation. The
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consultant must reinforce, or arrange reinforcement for, the parents’ 
initial responses in the program until the child’s behaviour improves 
enough for this behaviour change itself to be reinforcing. Determining 
and arranging reinforcers for the parents’ actions, however, is not 
always easy.
Fortunately, for many parents the changes which occur in the child's 
behaviour are very reinforcing and may produce a chain reaction through 
the family system which bolsters the whole program and upon which the 
clinician can capitalize. For example, by the use of the simple 
techniques of time-out and social attention for selected responses in 
her child, one mother was quickly able to reduce her child's rate of 
noxious behaviour. As a result, other siblings began to interact with 
him more frequently, which led to a strengthening of several other 
socially adaptive behaviours. This, in turn, reduced the output of 
nagging, punitive actions in the mother and produced a more hospitable 
household in which the father was inclined to spend more time, with 
positive effects on mother and children. Changes of behaviour observed 
by the mother in the presenting child seemed to have been reinforcing 
for her and initiated a series of beneficial effects throughout the 
family.
However, these changes are not reinforcing, or sufficiently reinforcing, 
for all parents. Cases are encountered where parents seem to 
participate out of some sense of coercion and have little investment in 
producing behaviour change. Others appear to be so little involved 
with the child that changes in child behaviour are simply not effective 
reinforcers. These instances, where reinforcement contingencies for 
the parents do not seem to exist intrinsically in therapeutic progress, 
pose a difficult problem for the clinician. The only alternative seems 
to be that of utilizing extrinsic reinforcers to encourage the parents 
to learn and maintain management skills. Certainly, many workers have 
explored this possibility and have made such extrinsic reinforcers as 
fee reductions (Mira, 1970; Patterson et al., 1967), group praise 
(Johnson and Brown, 1969), experimenter praise (Teopfer, 1972), trips 
to the hairdresser, driving lessons and dining out (Patterson and Reid, 
1970) contingent upon appropriate parent participation in the program. 
Although these schemes appear to have met with a reasonable degree of
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immediate success, one might also expect the behaviour changes to be 
relatively short-lived. In order to achieve long-term effects in the 
interaction of a family system it is probably necessary that reinforce­
ments for the change agents as well as the target child exist, and be 
delivered, within that system.
Ultimately, whether the reinforcers are extrinsic or intrinsic to the 
family systen, the difficulty for the consultant In maintaining the 
behaviour of parents and child, is to arrange effective modes of 
reinforcement for each of them. But in clinical practice it seems 
common to find professional workers devoting much time and effort to 
the identification of the particular reinforcers which will be 
effective in controlling the individual child's behaviour, and just 
assuming that parents are one and the same with respect to the 
reinforcers which will sustain their efforts. At first it seems 
reasonable to expect that improvement in the target behaviour of the 
child must be reinforcing for the parents. After all, they were 
sufficiently motivated to seek help, and they chose the specific 
target behaviour as top priority for intervention. However, because 
reduction in aversive child behaviour is reinforcing for many parents, 
and because other "generalized reinforcers" are known to operate in 
our culture, it is easy for the clinician to adopt the careless 
attitude of assuming a commonality of reinforcers across individual 
parents, and of a general effect of one reinforcer on all responses of 
the individual. Mere change in the target behaviour of their child 
might not be sufficiently reinforcing for some parents to continue with 
their newly acquired management skills. Also, it may not be a reinforc­
ing stimulus for the complete range of responses which it is necessary 
for the parent to make to produce the desired change in his way of 
behaving toward the child.
Evidence cited by Patterson (1972, p -160) indicates that a substantial 
percentage of families revert to their old ways on termination of the 
training programs, and that many other parents required later "booster 
shot" training in order to maintain the modification program. This 
finding suggests that there may be factors other than alteration in 
the child’s behaviour - perhaps the attention and approval of valued 
adults - which must necessarily be recognized before the program begins.
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and included in the reinforcement contingencies for the parents' 
behaviour if the use of adaptive responses from the training is to 
persist. Comparatively little attention seems to be given by clinical 
workers to the verification of what constitutes adequate reinforcement 
for individual parents in child management programs.
THE GENERALIZATION OF TREATMENT AND TRAINING EFFECTS
A telling example of the problems in achieving adequate transfer of 
behaviour change from one situation to another was witnessed by the 
writer at the end of his consultancy to the parents of a four year old 
boy with multiple behaviour problems. The child had been presented as 
being uncontrollable, aggressive toward his infant brother and mother, 
hyperactive, difficult at meal and bed times, prone to exposing 
himself in public, and with a history of having urinated on other 
people, including family members. Consultation with the parents led to 
the child’s aggressive responses being chosen as the target behaviour, 
and a series of observation sessions in the home were then undertaken 
in order to discover the controlling contingencies. It quickly 
became apparent that the child’s behaviour was largely modelled on that 
of the mother, who exhibited what Patterson et al. (1967) have termed 
the "contemporary Xanthippe" syndrome of maternal behaviour. Such 
women have a high output of shrill, scolding, punitive behaviour and 
use aversive techniques, including physical aggression, to control the 
behaviour of most of the people in their immediate environments. The 
occurrence of compliant and socially adaptive behaviour in their 
children is rarely attended to, and few - and inadequate - limits are 
set for the child's behaviour.
Intervention consisted basically of instructing the mother in the use of 
time-out procedures to extinguish the child’s aggressive acts, and the 
use of social reinforcement in shaping quiet, compliant behaviour. The 
mother's training was conducted in the home by way of modelling on the 
consultant, and through behavioural rehearsal and cueing, as well as 
by discussion and the reading of a primer on child management.
The changes produced in a matter of a few weeks were dramatic. The 
child’s aggressive acts were eliminated along with many of the other 
misbehaviours. Perhaps the most striking change was in the quality of
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the parent-child interaction, which was then marked by politeness and 
confirmation of each other’s presence and requests.
Two months later the writer returned for follow-up purposes and met a 
surprising paradox in the generalization of the obtained behaviour 
changes. There had been a continued spread of effects in the child's 
behaviour following the rearrangement of social reinforcement contingenc­
ies, and none of his original misbehaviours was considered by the parents 
to be manifest to a significant degree. But while the mother was 
maintaining the desired form of intervention with this child, her 
behaviour toward the younger infant - who by then was energetically 
mobile and demanding fairly close surveillance - showed all the same 
negative characteristics which were originally found in the relationship 
with the older boy. There appeared to have been little - if any - 
generalization of the training in child management from the handling of 
one child to the other, in the same home!
This example of the failure of intervention to completely achieve its 
main goal of the generalization of adaptive behaviour changes in the 
client’s daily functioning, points to several difficulties in attaining 
this goal which warrant discussion in the broader context of problems in 
behaviour management training for parents.
Firstly, the importance of this goal for treatment purposes depends 
largely on the complexity of the behaviour problems and the complexity 
of the environments in which they occur. For example, if the problem 
consists of one simply defined behaviour (such as thumb sucking), 
occurring in a single stimulus setting (say, when reading), then 
generalization is almost an irrelevant issue in the treatment program. 
However, the majority of childhood behaviour problems are not this 
simple, and the settings in which they occur are more numerous and 
complex. Since it is often impractical for the therapist to treat all 
of the child's behaviour problems in all environmental settings, he 
usually depends on generalization to aid the overall treatment process.
The particular forte of the approach which uses parents as behaviour 
therapists for their own children is that it seeks to maximize both the 
relevance of the therapeutic intervention and its generalization. By
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bringing the day-to-day important relationships, and the persons involved 
in them, directly into a natural treatment setting, the clinician 
capitalizes on stimulus generalization. A spread of effects in the 
child’s beliaviour might be expected because the stimulus figures who are 
manipulating the new reinforcement contingencies will appear as 
discriminative stimuli in a wide range of other behaviour settings 
additional to the one involving the specific problem being treated. 
Similarly, it could be anticipated that some transfer of training would 
occur on the parents' part, leading to more effective management of 
other aspects of behaviour in the same child and other siblings.
Wähler (1972) has discussed the probability of generalization of 
treatment effects occurring in child behaviour therapy both within and 
across specific environments. He concludes that within-environment 
generalization has a high likelihood of occurring. In such situations 
the members of the environment (e.g. the home) have, through behaviour 
modification training, changed their social contingencies for some of 
the child's deviant behaviour. Thus, not only have the parents altered 
their stimulus characteristics, but some of the child's deviant 
behaviour should be altered as well. Generalization possibilities 
therefore exist along the child behaviour dimension and along the 
stimulus control dimension. On the stimulus control side, the parents 
may begin to apply their reinforcement techniques to deviant child 
behaviours other than those they were trained to modify; on the child 
behaviour side, programmed changes in some of his deviant responses 
might affect similar responses in his behavioural repertoire.
Certainly, Patterson et al. (1970) have obtained clear evidence of 
within-environment generalization occurring after training parents as 
behaviour modifiers. Observational data showed therapeutic changes in 
the deviant children’s target behaviours and in their nontarget problem 
behaviours. Even more impressive was the finding that the siblings of 
the deviant children also displayed improvements in problem behaviours 
- which, by the way, would suggest that the critical factor in producing 
generalization in home settings is change in parental behaviour.
Wähler claims that across-environment generalization seems an unlikely 
possibility. If child behaviour is an important function of its
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immediate environmental contingencies, one would assume that the 
behaviour is situation specific. A child’s behaviour at home should 
be appropriate to the social contingencies set by his parents and 
siblings; his behaviour at school should be governed by teacher and 
peer contingencies; on the playground, peer social attention might be 
the important factor controlling his actions. Hence, the benefits of 
training the child’s parents as therapists would be expected to be 
limited to those environments in which the parents are included.
Studies by Ebner (1967) Brodsky (1967), Alper (1969) and Wähler (1969) 
have supported this speculation.
Nevertheless, it becomes apparent - as demonstrated in the example 
earlier - that the expected within-environment generalization does not 
always take place, and this might be seen as being one of the pressing 
problems facing the therapeutic use of parents. The major aim of parent 
behaviour modification training is to develop child management skills 
which have prophylactic value as well as value in dealing with current 
problems. By training parents how to handle one or a few chosen target 
behaviours it is hoped that other child behavioural difficulties - both 
existing and potential - will be dealt with effectively by the parents. 
It is obvious that this approach is highly dependent on the phenomenon 
of generalization, and fails where generalization fails. Consequently, 
it is important to explore the problems of attaining generalization and 
to identify possible reasons for any lack of transfer of training and 
treatment effects.
To begin with, it is worthwhile considering the factors which would 
facilitate transfer of training. In discussing what research in 
learning has to offer clinicians in their attempts to promote transfer, 
Lang (1966) noted that generalization is encouraged if practice of the 
desired behaviour occurs in a variety of contexts and with a variety of 
materials. This is necessary in order to prevent the subject from 
learning something too specific or even irrelevant to the treatment 
purpose. Tliis does not mean that the appropriate responses must be 
practiced in every conceivable situation. However, if it is hoped to 
associate a particular response with a whole range of stimuli (when the 
breadth of that range may be poorly perceived by the subject) it will be 
necessary to rehearse at a number of points along the continuum.
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Now there is an inherent assumption in this view - which is a relatively 
common notion of the way in which generalization can be achieved - which 
is probably false. There is the implication that the same reinforcement 
contingencies apply in different stimulus settings. But the principle 
of discrimination states that behavioural changes brought about in one 
stimulus setting are usually specific to that setting. What this means 
is that the behaviour changes may generalize to other similar settings, 
provided comparable contingencies operate in those settings. Behaviour 
in any environment will reflect the contingencies which operate in that 
environment, not the contingencies which operate in other environments.
In practical terms this may signify that generalization of parent and 
child training sometimes fails because the new behaviours do not derive 
the same pay-off in later circumstances as they have obtained in the 
original training setting, and that greater care should be taken in 
arranging consistency of reaction to the subject’s behaviour. Or - 
realizing the difficulties, and perhaps the inappropriateness in daily 
life of arranging such consistent consequences - that greater emphasis 
should be placed during treatment on helping the subject to apply change 
differentially. That is, the learning problem involved in achieving 
the desired spread of adaptive changes in the subject’s behaviour may 
not just be one of generalization, but also of differentiation. Greater 
therapeutic benefits might be obtained by helping the individual to 
recognize a new situation for what it is - a new set of variables which 
carry with them new response possibilities and new contingencies which 
may have to be handled in novel ways. It also seems realistic to suggest 
that this discrimination of when-and-how should be extended, and some 
assistance or training given to the client which enables him not only to 
identify those situations which can be changed by his own efforts, but 
also those which cannot. Such an approach requires the subject to make 
a continuing analysis of his circumstances, and would quite clearly 
shift the locus of control to the individual, who becomes involved more 
in the self-management of his own behaviour. This sort of extension of 
training may be difficult for the psychologist to implement in parent 
training schemes; however, it might be necessary if reliable continuation 
and spread of behaviour change is to be achieved.
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Such an approach might also be of value in aiding the stimulus generaliz­
ation aspect of training. Generalization may sometimes fail to occur 
because the parent does not perceive appropriate opportunities for the 
use of the new training. It is often assumed that the individual whose 
behaviour is being changed will detect the same similarities between 
situations as those which the psychologist sees. In fact, at times - as 
in the example at the beginning of this section - it seems impossible 
that the client should fail to see the likeness in separate settings and 
to bring her new learning to both. In these cases, the failure of 
training to generalize seems to be located earlier in the behaviour 
sequence than at the point where contingent consequences are applied to 
the subject’s responses. The problem is that the individual does not 
produce the actions which have been the focus of his training and which 
are more likely to gain a positive outcome. The lack of transfer seems 
to derive from a deficiency in the process of recognition rather than 
from possibly different and inimical response contingencies which might 
exist between settings. Such a problem suggests that the critical 
variables in the training situation may have been so poorly defined that 
the subject does not recognize their existence in new, similar settings.
In a sense, all of the above arguments point to the specificity of the 
variables which control any particular behaviour, ranging from those 
which are involved at the level of recognition of situations through to 
reinforcement, contingencies which strengthen or weaken the particular 
responses made in any situation. Such specificity is the very antithesis 
of generalization, and the possibility needs to be entertained that 
clinicians ought not to rely on generalization of treatment effects 
occurring, and certainly not to assume uncritically that it will do so 
automatically. There is a considerable body of evidence from animal 
experiments and research in behaviour modification which indicates that 
treatment effects are often closely bound to the specific setting in 
which training took place, (e.g. McAllister and McAllister, 1962;
Mayer and Crisp, 1966; Marks and Gelder, 1967; Risley, 1968; Bimbrauer, 
1968).
It could be asserted that these studies are not really relevant to the 
attempt to use parents as behaviour modifiers because the studies have 
not concerned themselves with subjects, behaviours and treatment settings
89
which are comparable with the domestic ones being considered here.
But the point to be taken is that just as the specificity of variables 
makes across-setting generalization unlikely, so might failures of 
within-setting generalization be explained, and that the clinician’s 
attempt to train parents as change agents needs to pay much more 
attention to the specifications of each of the sub-settings in which 
intervention is desired, for each may require an idiosyncratic program.
There are large variations among problem children and their interpersonal 
environments, and it is widely accepted that there are no standard 
treatment techniques which can be used in specified instances: these
variations require tailoring of programs to the particular features of 
each parent-child combination. For optimal results it may be necessary 
to extend this philosophy into the sub-settings within a family, rather 
than relying on parents to generalize their knowledge of management 
principles from one setting to another. By the time that most children 
are referred for psychological help, or by the time that frustrated 
parents seek it, the children have had ample training to discriminate 
and respond appropriately to reinforcement contingencies existing within 
the different sub-settings in their homes let alone in other environments 
such as the school and playground. Thus, it is not surprising to 
discover that changing the contingencies in one of these settings does 
not alter the child's behaviour in other settings, unless the mediators 
also recognize the need to alter the contingencies. Whilst it is 
possible that recently evolved "self-control” techniques may be able to 
be taught to children of certain ages and thereby provide ways to bridge 
the gap between sub-settings and environments, presently it would seem 
advisable that the clinician should recognize the importance of 
constructing treatment programs for all settings in which the child’s 
behaviour is considered to be a problem, and to place greater emphasis 
in parent training on the recognition of settings in which their new 
management skills might be effectively applied.
Some recent reviews verify that the generalization of treatment effects 
is an issue which has been neglected by clinical workers in the 
implementation and assessment of parent training programs. As 
demonstrated by Reisinger, Ora and Frangia (1976) there is plenty of 
evidence to show that parents trained in behaviour management can
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transfer their skills to other target behaviours in different settings, 
but the question of whether parents do continue to employ their 
training skills beyond the situation which initially prompted their 
attendance at the clinic remains unanswered. The data to support 
generalization of techniques across classes of behaviour, persons and 
situations are limited, and often difficult to interpret. For example, 
Keeley, Shemberg and Carbonell (1976) examined 146 studies in three 
behavioural journals, noting the proportion which provided any data on 
different aspects of generalization, viz.
(1) temporal generality: the maintenance of treatment effects
following termination of treatment
(2) setting generality: the occurrence of treatment effects in
settings other than the therapeutic one
(3) behavioural generality: changes in behaviours not chosen
as targets for treatment.
Their analysis showed that only 11.6, 10.3 and 8.9% of the studies 
presented any data on those three categories respectively! A further 
review was made by Forehand and Atkeson quite recently (1977), 
including the additional category of sibling generality, i.e. changes 
in the behaviour of the treated child’s siblings. These authors made 
an inspection of the methods used by clinicians to produce generalization 
in their programs of parent training, and also of their methods of 
assessing the .different forms of generalization. In the final analysis 
they state:
"Few clear-cut conclusions regarding generality of treatment 
associated with parent training can be drawn. In each of 
the four areas, some studies suggest that a generality 
occurs whereas others fail to find generality. Unfortunately, 
the more rigorous the method of assessment, the less positive
8. The significance of these four types of generalization is readily
apparent. If generalization of treatment effects occurs, profession­
al intervention is maximized in terms of effectiveness and 
efficiency; the therapist will not need to treat (a) recurrences 
of previously treated problems, (b) the problem behaviours in new 
settings, (c) all behaviour problems in the child, or (d) the 
behaviour problems of the child's siblings. From a prevention 
viewpoint, repeated intervention is minimized since future behaviour 
problems of child and siblings should be minimized.
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are the results ... In the case of all four types of 
generality of child behaviour change, most investigators 
assume that parent behaviour change has produced, or at 
least been associated with the temporal, setting, 
behavioural and sibling generality. Unfortunately, 
when behavioural observations have been used, assessment 
frequently has been inadequate or parent behaviour in 
the generalization situation has not been measured 
and/or reported ... Consequently, it can only be 
inferred that parent training and, subsequently, 
parent behaviour change produced the generalization 
of treatment effects
(pp 589-590)
To a certain extent, this neglect of the identification of which 
variables are associated with the generalization of treatment effects 
is understandable. Since parent training research emerged only 15 
years ago, it is not surprising that most efforts have been directed 
toward the development and assessment of effective treatment procedures 
with little - and only recent - attention being given to the issue of 
generalization of treatment. However, the many studies and various 
reviews discussed in this essay present convincing data that parent 
training following the social learning model is effective, and effort 
now needs to be spent in determining what the most effective and 
efficient methods are for implementing a spread of these treatment 
effects. With more adequate knowledge of the factors involved in this 
process, as well as those mentioned earlier which influence the 
relative suitability of different training methods for specified 
combinations of parent characteristics and target behaviours, consider­
able gains should be made in overcoming some of the most pertinent 
problems of dealing with behavioural difficulties in the family by 
this approach.
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CONCLUSION
The experimental analysis of behaviour that was first used to examine a 
narrow range of animal behaviour in very controlled and restricted 
settings has been developed and adapted into a particularly useful set 
of therapeutic techniques which are compatible with recent changes in 
attitude toward the nature and delivery of mental health care and the 
search for ways of overcoming the increasing demand for professional 
services.
With the advent of the community health movement, the social environ­
ment of the individual rather than the individual himself has come to be 
viewed as the ’patient', and emphasis has shifted from the remediation 
of behaviour problems by professional workers in institutional, and 
clinical settings to strategies aimed at prevention as well as 
remediation of difficulties, through the involvement of non-professional 
persons who participate as customary parts of the client’s natural 
environment and daily existence.
Such an approach correctly focuses on children and the education of 
the persons who are responsible for their upbringing and development. 
These persons represent the interface between the child and the norms 
and expectations of society, and to the extent that they teach the 
child the skills and behaviours which are valued and accepted in their 
culture, there is a concomitant decrease in the incidence of problem 
behaviour. Hence, resources have been directed in recent years to the 
training of parents (and others, such as teachers) in techniques which 
are not only relevant and useful in alleviating current behaviour 
problems in their usual environments but also in averting future ones.
With its stress on the importance of factors in the social environment, 
the social learning approach provides a body of theory and techniques 
which are clearly compatible with this strategy in promoting community 
mental health. Not only is there an affinity between social learning 
principles and the 'philosophy' of a community orientation toward 
mental health, but at the practical level the behaviour change 
techniques which are involved produce relatively rapid, observable 
improvements in the desired direction and can be understood and learned 
without long periods of technical preparation. Such attributes confirm 
the relevance of the techniques both in terms of their therapeutic
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effectiveness and their suitability for being taught to large numbers of 
non-professional persons.
Investigators working in this area have built up a substantial body of 
literature in the last fifteen years, and evidence from the majority of 
studies indicates that parents can be trained and used effectively to 
modify their children's disruptive behaviour through the application of 
social learning techniques in the family environment, and have promise 
as a potential health care delivery system. The qualifier, "potential", 
is used because studies in this area still need to be viewed as 
experimental in nature. Apart from developing further techniques which 
are suited to behavioural intervention in domestic and community sub­
settings - as contrasted with the clinical setting - more needs to be 
known about some of the critical variables in parent training. 
Comparative analyses of the effectiveness of different approaches to 
parent training - especially in relation to the characteristics of the 
parents being trained - appears to be a high research priority.
Besides this, it is unlikely that any single therapeutic technique 
will ever claim to be universally applicable across clients and problem 
behaviours, and there is thus a need for more understanding of the 
circumstances which indicate that parent training by this method is the 
treatment of choice. Continued research should enable the potential in 
this field to be usefully realized through the present techniques being 
refined into methods which increase the generalization and the 
permanence of behaviour change in family systems, thereby providing a 
basis not just for the alleviation of existing child behaviour problems 
but also for the preclusion of future ones.
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